Contents 



Copyright 10 

Acknowledgements 11 

Navigating the Evidence: 

Communicating Canadian Health Policy in the Media 13 

Introduction 14 

Chapter 1 : Aging Population 21 

PEI proposal fails to spark CPP reform 

Robert Brown 22 

Pension reform — lessons from Australia 

Robert Brown 24 

Government on right track with Target Benefit pension plans 

Robert Brown 26 

Dying well 

Harvey Max Chochinov 28 

Mourir dignement 

Harvey Max Chochinov 31 

Drugging seniors at nursing homes is not a solution for funding shortfalls 

Nicole F. Bernier 34 

Droguer les aines n est pas une solution au manque de financement 

Nicole F. Bernier 36 

Why we need to rethink the nursing home model 

Verena Menec 39 

Repenser le modele des maisons de soins infirmiers 

Verena Menec 41 

Is it time to allow assisted suicide ? 

By Harvey Max Chochinov and Balfour M. Mount .44 

Le temps est-il venu d’autoriser le suicide assiste ? 

Harvey Max Chochinov et Balfour M. Mount 47 

Chapter 2: Health Care Costs and Spending ^0 

Giving doctors more money does not improve access to care 

Damien Contandriopoulos and Melanie Perroux 51 

Why our health system works for Canada 



2 




Robert McMurtry 54 

The failure to transform public health care spending is a missed opportunity 

Livio Di Matteo 56 

L’echec de la transformation des depenses en sante : une occasion manquee 

Livio Di Matteo 59 

Why medical tourism is not the answer 

Colleen Flood 62 

Plutot qu’une vache a lait, une hydre a plusieurs tetes 

Colleen Flood 64 

Thousands of lives could be saved every year by improving our health care system 
Michel Grignon 67 

Ameliorer notre systeme de soins de sante permettrait de sauver des milliers de vies 
chaque annee 

Michel Grignon .70 

B.C. fails to improve primary health care after more than a $1 billion investment 
Ruth Lavergne and Kim McGrail 73 

Report card on wait times in Canada omits important developments 

Don Dick and Linda Woodhouse 76 

Why can’t we fix health care? Blame self-interest 

Harvey Lazar 79 

Pourquoi est-ce si difficile d’ameliorer notre systeme de sante ? 

Harvey Lazar 82 

Five things most people get wrong about Canada’s health care system 

Kathleen O’Grady and Noralou Roos 86 

Cinq faits generalement meconnus sur le systeme de soins de sante canadien 
Kathleen O’Grady et Noralou Roos 89 

Sex, lies and physician supply 

Lindsay Hedden and Morris Barer 92 

Sexe, mensonges et effectif des medecins 

Lindsay Hedden et Morris Barer 95 

Seeing health care clearly 

Noralou Roos 98 

Voir clairement 

Noralou Roos 101 



Quebec health reform Bill 10 puts Health Minister at centre 

3 




by Francois Beland 104 

La reforme reussira-t-elle a reduire la bureaucratic en sante ? 

Francois Beland 106 

Why you must see your doctor after a trip to the ER 

Michael J. Schull 109 

L’importance des soins de suivi apres une consultation a l’urgence 

Michael J. Schull 112 

Canada relying too heavily on unpaid caregivers — at a cost 

Nicole F. Bernier 115 

Les soins a domicile au Canada : les proches aidants en font les frais 

Nicole F. Bernier 118 

Chapter 3: Private, For-Profit Solutions 121 

Let’s not have Groundhog Day in Alberta’s public health care 

By Don Dick and Linda Woodhouse 122 

What problem do we believe private health insurance is going to fix? 

Mark Stabile 125 

Quels problemes la privatisation de la sante etait-elle censee regler, deja? 

Mark Stabile 127 

Cash for blood products a flawed policy 

Ryan Meili and Monika Dutt 130 

Une politique defaillante a l’origine de la retribution de donneurs de sang 

Ryan Meili et Monika Dutt 132 

Why Canadian Medicare should neither ‘go Dutch’ nor ‘to the dogs’ 

Ryan Meili 135 

Look to Alberta today, not 20 years ago, for guidance on private MRIs 

Ryan Meili 138 

Private delivery of health care can work in a publicly funded system but comes with 
risks 

Stephen Duckett 141 

La prestation de soins de sante prives est possible dans un systeme finance par l’Etat 
mais comporte certains risques 

Stephen Duckett 144 

Chapter 4: Health is More Than Health Care 147 

Poverty costs Canada billions of dollars every year 

John Millar and Laurel Rothman 148 



4 




Growing demand on need to tackle income inequality 

Ryan Meili 151 

How an inadequate minimum wage is linked to poorer health outcomes — for everyone 
Gary Bloch 153 

Un salaire minimum insuffisant conduit a de pietres resultats en matiere de sante : un 
constat universel 

Gary Bloch 155 

Social policies must catch up with science 

Elizabeth Lee Ford Jones 157 

II faut que les politiques sociales rattrapent la science 

Elizabeth Lee Ford Jones 160 

Refugee decision a victory for compassion and common sense in Canadian health care 
Ryan Meili 163 

Why our governments need to address poverty now 

John Millar 166 

Pourquoi nos gouvernements doivent s’attaquer des maintenant a la pauvrete 

John Millar 169 

Just how many servings of fruits and vegetables should we eat a day? 

James McCormack 172 

Combien de portions de fruits et de legumes devrions nous manger tous les jours ? 

James McCormack 174 

Child poverty a Canadian problem 

Elizabeth Lee Ford- Jones 177 

La pauvrete infantile, un probleme canadien 

Elizabeth Lee Ford- Jones 180 

It’s time to include dental health in the health care system 

Paul Allison 183 

La couverture des soins dentaires par l’assurance maladie : une necessite 

Paul Allison 185 

Health in all Policies approach gaining traction across political spectrum in Canada 
By Danyaal Raza and Ryan Meili 188 

Integrer la sante dans toutes les politiques gouvernementales : tout le monde y gagne 
Danyaal Raza et Ryan Meili 191 

Why did Manitoba students perform so poorly on the latest national school report ? 

By Marni Brownell and Nathan Nickel 194 



5 




Comment expliquer le rendement mediocre des eleves du Manitoba dans le dernier rap- 
port national sur 1 education? 

Marni Brownell et Nathan Nickel 197 



How to fight ‘Fearbola’ in Canada 

S. Michelle Driedger 200 

Comment vaincre « la hantise Ebola » au Canada 

S. Michelle Driedger 203 

Chapter 5; More Care Not Always Better 206 

New cholesterol guidelines mean many patients may reassess their use of statins 
Alan Cassels 207 

New cholesterol treatment guidelines reassess statin drug use 

James McCormack and Mike Allan 210 

When health services harm more than help 

Charles Wright 213 

Sure fire tricks to get the most out of your vitamin supplements 

Mike Allan and James McCormack 216 

Les astuces les plus sures pour tirer le maximum des supplements vitaminiques 
Mike Allan et James McCormack 219 

Screening mammography 

Charles Wright 222 

La mammographie de depistage 

Charles Wright 223 

The best health advice you’ll get today? 

Alan Cassels 228 

Most medications prescribed to children have not been adequately studied 

Martin Offringa and Terry P. Klassen 231 

La plupart des medicaments presents aux enfants n’ont pas fait l’objet d etudes suf- 
fisantes pour en etablir l’innocuite 

Martin Offringa et Terry P. Klassen 234 

Now there’s proof for the “Angelina Jolie Effect” 

Alan Cassels 237 

L’eflFet « Angelina Jolie » est maintenant confirme 

Alan Cassels 240 

Chapter 6: Pharmaceutical Policy 243 

New Brunswick Drug Plan has great potential 



6 




Steve Morgan 244 

Prescription drug spending flat, but not for long 

Steve Morgan and Kate Smolina 247 

Canadians need to know more about the drugs we are taking 

Roojin Habibi and Joel Lexchin 250 

Le public canadien merite d’en savoir plus sur les medicaments qui nous sont presents 
Roojin Habibi et Joel Lexchin 253 

How a national drug plan can boost the Canadian economy 

Marc- Andre Gagnon 256 

Comment un regime d’assurance-medicaments national relancerait l’economie cana- 
dienne 

Marc- Andre Gagnon 258 

Canada slow to respond to prescription opioid crisis 

David Juurlink 261 

Le Canada tarde a reagir a la crise des opioides d’ordonnance 

David Juurlink 264 

Prescription drug costs are hurting Canadians 

Danielle Martin and Steve Morgan 267 

Les couts des medicaments d’ordonnance pesent lourd pour les Canadiens 

Danielle Martin et Steve Morgan 270 

The continued medicalization of women’s bodies 

Alan Cassels 273 

Le corps des femmes est toujours medicalise 

Alan Cassels 27 6 

Chapter 7 : Mental Health 279 

What’s stressing out our kids ? 

Stuart Shanker 280 

Qu’est-ce qui rend nos enfants si stresses ? 

Stuart Shanker 283 

Prenatal stress can affect the fetal and infant brain 

Nicole Letourneau and Justin Joschko 286 

Le stress parental peut nuire au cerveau du foetus et du bebe 

Nicole Letourneau et Justin Joschko 288 

Dads important to baby’s development 

Nicole Letourneau and Gerald Giesbrecht 291 



7 




Le pere compte dans la vie d’une mere et contribue au developpement de sa progeniture 
Nicole Letourneau et Gerald Giesbrecht 293 

Why you can’t see a psychiatrist 

Paul Kurdyak and David Goldbloom 296 

Enjoy some digital family time together 

Nicole Letourneau and Justin Joschko 299 

Le numerique et la vie de famille sont compatibles 

Nicole Letourneau et Justin Joschko 301 

What I’ve learned after a decade of researching suicide 

Jitender Sareen 304 

La prevention du suicide : un travail conjoint a l’echelle des communautes 

Jitender Sareen 306 

Media coverage of youth suicide linked to increased emergency room visits for mental 
health distress 

Stephanie L. Leon and mario cappelli 309 

Un lien est etabli entre la couverture mediatique du suicide chez les jeunes et le nombre 
de visites a l’urgence pour des troubles de sante mentale 

Stephanie L. Leon and mario cappelli 312 

Chapter 8: Comparing Canadian and American Health Systems 315 

Canada fares better than the U.S. on value for health care dollars — but lags behind 
other developed nations 

Jody Heymann and Douglas Barthold 316 

Le Canada affiche un meilleur rendement que les Etats Unis au chapitre du rendement 
des sommes investies dans la sante, mais inferieur a celui d’autres pays developpes 
Jody Heymann et Douglas Barthold 319 

David Dodge on why health care costs so much 

Trudy Lieberman 322 

Entretien avec David Dodge sur le cout eleve des soins de sante 

Trudy Lieberman 324 

Comparing U.S., Canadian health care systems 

Trudy Lieberman 327 

Comparaison des systemes de soins de sante canadien et americain 

Trudy Lieberman 330 

U.S., Canadian health care systems share some challenges 

Trudy Lieberman 333 



8 




Les defis qu’ont en commun les systemes de soins de sante canadien et americain 
Trudy Lieberman 335 

Why Canada shouldn’t compete with the U.S. for the worst performing health system 
in the developed world 

Colleen Flood 338 

Pourquoi le Canada devrait eviter de faire concurrence aux Etats-Unis pour le pire sys- 
teme de sante de tous les pays developpes 

Colleen Flood 341 

Canada and U.S. both ration health care — they just do it differently 

By Trudy Lieberman 344 

Les soins de sante sont rationnes differemment au Canada qu’aux Etats Unis 

By Trudy Lieberman 347 

About the Editors 350 

Noralou Roos 
Kathleen O’Grady 
Shannon Turczak 
Camilla Tapp 
Lindsay Jolivet 



9 




Copyright 

1st edition with content from November 2013 to November 2014 

License to Republish: Our commentaries and videos are provided under the terms of 
a Creative Commons Attribution No-Derivatives license. This license allows for free 
redistribution, commercial and non-commercial, as long as it is passed along unchanged 
and in whole, with credit to the author and EvidenceNetwork.ca. 

EvidenceNetwork.ca supports the use of evidence when reporting on health and health 
policy in the mainstream media. Specific points of view represented here are the indi- 
vidual author’s and not those of EvidenceNetwork.ca. Let us know how we’re doing: 

evidencenetwork@gmail.com 

Edited by: Noralou Roos, Kathleen O’Grady, Camilla Tapp, Shannon Turczak, Lindsay 

Jolivet 

Cover photo and image provided with permission from the artist and photographer 

“Course of Empire (Mixmaster 2), 2006” 2010, Art New Media Gallery, Warsaw, Po- 
land 

Inlaid maps, acrylic on panel by Matthew Cusick 
Cover and pull quotes designed by Eileen Affeck/Folio Design 
All other images were purchased through iStockphoto.com and Dollar Photo Club 

Developed in Canada 
ISBN 978-0-9916971-7-5 



10 



Acknowledgements 

There are many people who contribute to the daily operations of EvidenceNetwork. 
ca and who have helped make this project a success over the last several years. All of 
them, whether directly or indirectly, also contributed greatly to the production of this 
book, which is the third in our series of free eBooks on Canadian health policy in the 
mainstream media. 

Our journalist interns — Rebecca Cheung (2012), Lindsay Jolivet (2013) and Melanie 
Meloche-Holubowski (2014) — have all taught us as much as we’ve contributed to their 
learning trajectory, and if they are a representative splice of this generation’s emerging 
Canadian journalists, the country will be very well served. Our international visiting 
scholars — Dr. John Lister (2013) and Trudy Lieberman (2014) — both award-winning 
journalists, were generous with their time and insights into how we can inject more bal- 
anced policy-rich content into the news. 

It takes a small army of Research Assistants and Regular Contributors to keep the qual- 
ity media content flowing and to get it out into the wider world. For that we can thank 
Darrin Cohen, Eileen Boriskewich, Camilla Tapp, Ayat Mneina, Mireille Bohemier and 
Nanci Armstrong (Research Assistants); and Alex Peden, Neeta Das McMurtry, Ann 
Silversides and Lee Tunstall (Regular Contributors). Our Administrator and Website 
Editor, Shannon Turczak, as well as our Knowledge Translation Coordinator, Carolyn 
Shimmin, and Kristy Wittmeier, Director of Knowledge Translation (both seconded 
from the George and Fay Yee Centre for Healthcare Innovation) are invaluable for their 
day-to-day contributions but also as part of the decision-making team, helping to forge 
our future direction. 

Of course the work of EvidenceNetwork. ca wouldn’t be at all possible without the 
continued efforts of our more than 80 academic experts — from across the country 
and internationally — who are prepared to field media interviews and author original 
material for publication in the mainstream press. They continue to commit to share 
balanced, non-partisan, evidence-based analyses of important health policy issues, no 
matter how controversial. Equally important are our media advisors who serve on the 
Independent Media Advisory Committee : Mary Agnes Welch, Gillian Steward, Ann 
Rauhala, Janice Neil, Steve Buist, Dean Broughton and Tom Blackwell. They meet quar- 
terly and help EvidenceNetwork. ca determine the best methods and tools for creating a 
sustained dialogue between health policy academics and journalists to better serve both 
distinct professions. Special thanks to other members of the media who have helped 
clarify what our role and responsibilities might be, including Gary Slywchuk, Andre 
Picard, John Cruickshank, Jeffrey Simpson, John Hinds, David McKie, Gerry Nott, 
Margo Goodhand, Nick Hirst and Gerald Flood — among many others. 

Individuals and organizations who helped shape our project from the outset include 



11 



Christine Nunez and the Atkinson Foundation, Christine Pierroz, formerly of the 
Health Council of Canada, the Manitoba Centre for Health Policy, the Science Me- 
dia Centre of Canada, Janine Harasymchuk at the University of Manitoba, Office 
of the Vice President, Research and International, Jennifer Thornhill Verma and her 
colleagues at the Canadian Foundation for Healthcare Improvement and Michelle 
Driedger at the Research in Science Communication Laboratory, University of Mani- 
toba. We are also thankful for the past participation of co-founder, Sharon Manson 
Singer, who helped launch EvidenceNetwork.ca. 

Other companies and individuals who regularly help shape our project include French 
translators, Margot Lacroix and Lou Lamontagne of Intersigne. Graphic Designer, 
Eileen Affleck of Folio Design provides many of our beautiful images and we get valu- 
able professional editing and media strategy from QUOI Media Group. Our media 
placement agency, Troy Media, has helped us greatly expand our reach and branch out 
into hundreds of media outlets in every region of the country. The folks over at Lexi- 
Com help us with the upkeep and regular upgrading of our website, especially Nate 
Schmold. 

And of course, crucial to our project is the continued funding of the Canadian Insti- 
tutes of Health Research (2009-2015), Research Manitoba (2009-2015), and the George 
and Fay Yee Centre for Healthcare Innovation (2014-2015). 

Together, this motley crew of journalists, academics, communicators, policy makers and 
funders have worked together with EvidenceNetwork.ca to help make evidence matter. 

Noralou Roos , Director ; and Kathleen O ’Grady, Managing Editor, EvidenceN etwork. ca 



12 




Navigating the Evidence: 

Communicating Canadian Health Policy in the Media 




Noralou Roos, Kathleen O’Grady, Shannon Turczak, 
Camilla Tapp, Lindsay Jolivet 



13 



Introduction 

For the last thirty years or so, Canadians have repeatedly flagged health care as the most 
important national concern and the issue they want their political leaders to prioritize. 
Surveys and studies and polls and panels — there have been plenty — all come up with 
the same finding: Canadians care about health care . 1 

That doesn’t mean we are satisfied with the health care system we have. These same 
data sources show that Canadians often have concerns over health care quality, timeli- 
ness and availability, and we frequently believe we are not getting the best health care 
bang for the buck. But one thing holds fast: Canadians want their health system to re- 
main universal, publicly financed and based on need, not income . 2 

How health care is delivered in this country, to whom, where, and even how health pro- 
viders are paid for health services is often the subject of vigorous debate. Whether it be 
public delivery, private, for-profit delivery or variations on private-public-partnerships 
— this is the stuff of heated polemic. This debate can be partisan with preferences 
frequently drawn down party lines and with differing perspectives across regions. But 
polls show that the vast majority of Canadians — across the political spectrum — con- 
tinue to value our single-payer system (Medicare) to cover the costs for essential health 
services for all Canadians. Many pundits have pointed out that this viewpoint is so per- 
vasive and long-standing that it is no longer just a Canadian preference, it has become a 
Canadian value . 3 

Nevertheless, we’ve had some significant changes to our health system in recent years. 
These include court challenges on how Medicare operates , 4 substantial alterations in 
federal government funding formulas used to determine critical health care dollars 5 and 
a variety of changes in what is classified as an “essential health service” from provincial 
and territorial governments. There have also been systemic reforms in hospital fund- 
ing in many regions — not to mention shifts in health human resource availability and 
changes in technology (screening and pharmaceutical) that disrupt the traditional health 
care landscape. Then there’s the perpetually evolving social and economic terrain that 
indirectly affects both our public policies and our health status, such as our aging popu- 
lation, growing economic inequities, challenges for affordable housing and childcare, 
among others. 

All of this should be big news, right? Not so fast. It is terrifically strange to see health 
policy issues so important to Canadians frequently absent in media coverage. So where’s 
the news? 

Changing media landscape 

The media landscape has changed dramatically over the last several years with legacy 
media outlets being elbowed from the front of the pack by pesky new online media 
sources with agile operations (unhampered by the restrictions and costs of a print me- 
dium) and nimble economic restraints (frequently engaging non-unionized, young re- 
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emits). 6 At the same time, Canadian patterns for media consumption are changing in a 
now predictable fashion: the dwindling of print broadsheets and magazines, particularly 
in the youngest demographics, and a steady upswing in the use of tablet and mobile 
devices to access both traditional and new media stories. 789 

But there are some constants. Turns out, Canadians continue to be immersed in media 
stories about sports, the economy and the weather, in that order. How much might sur- 
prise many. 

According to 2014 metrics, there were 10.9 million news items last year in Canadian 
media outlets (across mediums), and a whopping 37 per cent of those stories were 
sports-related. (Perhaps less surprising is that coverage of the NHL constituted 44 per 
cent of all Canadian sports news). Measured another way, of the top 50 news stories of 
2014, 21 were related to sporting events. 10 

Canada also has the dubious honour of covering weather in the news 229 per cent 
more frequently than other countries. Let’s not forget the economy and mostly national 
and regional (not international) politics. Nearly half of all of our media stories last year 
were about sports, politics and the economy. 11 You throw weather in there, and there’s 
not room for much else. 

Why does this matter? It’s when you get to the bottom layer of data — the scrapings 
on the floor — that you find that the least covered news stories in Canada might be the 
most important. Turns out, we spend the least amount of media time on stories that 
address poverty, the elderly, education, childcare and aboriginal issues. These five issues 
amount to less than one tenth of the space devoted in the Canadian media to cooking, 
says one recent report. 12 

Health content does slightly better, but constitutes a minor blip of just over two per 
cent of all media stories. 13 

In other words, we are all too frequently entertained — and not educated — by our 
media outlets. The stories that help us understand what influences public policy and the 
factors that determine our health status — the so-called social determinants of health 
— are left largely untold. 'Health policy’ writ large may be a topic of interest to Canadi- 
ans, but it is not an easy sell for the media. 

On the whole, it seems health policy issues are absent or thinly covered by the bulk of 
media outlets (television, radio, print and online) now available to the public. This is not 
the fault of journalists; Canada has some exceptionally talented public health reporters, 
including the Globe and Maih Andre Picard, Vox's Julia Belluz, the National Post's Tom 
Blackwell, Hamilton Spectators Steve Buist, Winnipeg Free Press' Maty Agnes Welch and 
freelancer Ann Silversides, to name just a few. 

But since media outlets are struggling for survival, competing for precious ad dollars 
and strapped to meet the changing demands of a highly techno-sawy audience, policy 
rich stories are often left by the wayside. It is a constant struggle for health policy sto- 
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ries to compete for space in the media with sports, celebrity, economics and the weather 
— and ‘clickbait’ stories with snappy headlines and ever shorter, punchy narratives too 
often take over. 

EvidenceNetwork.ca has tried to mitigate this reality and inject more health policy con- 
tent into the news. How? 

Partnership between journalists and health policy academics 

Since 2011, we’ve worked to create a dialogue between Canada’s journalists and aca- 
demic health policy experts to enrich the quality and quantity of health policy stories in 
the Canadian media. We work with a Media Advisory Board made up of journalists and 
professors of journalism from across the country who let us know what their needs, 
constraints and objectives are from a journalistic perspective. We also have a network of 
more than 80 health policy academics who are ready and available to be interviewed by 
the media and provide a non-partisan, evidence-based perspective from their areas of 
expertise. 

Working together, we have created a number of tools for enabling media coverage of 
health policy issues in Canada, including the preparation of media backgrounders, info- 
graphics, posters, podcasts and videos that highlight the evidence, and we conduct we- 
binars, seminars and conferences by and for both journalists and academics alike. 

But our most successful initiative thus far has been having our academic experts author 
Op-Ed articles on health policy issues — highlighting the evidence; they work with a 
professional editor to follow specific media guidelines, and then we publish the com- 
mentaries in the biggest media outlets across the country. The table below illustrates 
how successful this strategy has been and how receptive media outlets have been to 
these stories — increasingly so. 



NUMBER OF OPEDS BY WHERE PUBLISHED 

NATIONAL MEDIA LARGE CITY PAPERS (OR EQUIVALENT) SMALL CITY PAPERS (OR EQUIVALENT) REGIONAL AND NICHE MEDIA 



The Globe and Mail Sample: Montreal Gazette Sample: Charlottetown Guardian Sample: Battlefords News Optimist 

National Post, La Presse Vancouver Sun Edmonton Journal Brandon Sun 

Toronto Star, Le Devoir Hil1 Times Medical Post Kelowna Daily Courier 

Huffington Post Canada Ottawa Citizen, etc. New Brunswick Telegraph Journal King’s County Record 

Huffington Post Quebec Le Soleil Victoria Times Colonist Yorkton News Review 
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EvidenceNetwork.ca Published OpEds 2011-2012 



Months 

2011 


OpEds* 
Published 
per Month 


Media 

Category 

A 


Media 

Category 

B 


Media 

Category 

C 


Media 
Category D 


Total 

Media 

Mentions 


January 


- 


- 


- 


- 


- 


- 


February 


- 


- 


- 


- 


- 


- 


March 


- 


- 


- 


- 


- 


- 


April 


4 


0 


3 


3 


15 


21 


May 


10 


2 


15 


5 


25 


47 


June 


3 


2 


10 


5 


8 


25 


July 


3 


1 


5 


1 


5 


12 


August 


2 


1 


-> 

3 


5 


4 


13 


September 


4 


2 


6 


0 


2 


13 


October 


1 


1 


0 


0 


0 


1 


November 


7 


2 


9 


9 


8 


28 


December 


4 


1 


9 


1 


3 


14 




38 


12 


60 


29 


70 


171 



Months 

2012 


OpEds* 
Published 
per Month 


Media 

Category 

A 


Media 

Category 

B 


Media 

Category 

C 


Media 

Category 

D 


Total 

Media 

Mentions 


January 


6 


1 


5 


0 


5 


11 


February 


16 


3 


26 


3 


23 


55 


March 


6 


"i 

3 


6 


4 


7 


20 


April 


3 


0 


6 


4 


6 


16 


May 


9 


2 


14 


10 


14 


40 


June 


7 


3 


9 


5 


11 


28 


July 


13 


6 


25 


10 


22 


63 


August 


6 


2 


11 


15 


20 


48 


September 


12 


3 


18 


3 


8 


32 


October 


6 


0 


8 


7 


12 


27 


November 


6 


3 


16 


9 


12 


40 


December 


9 


3 


10 


16 


11 


40 




99 


29 


154 


86 


151 


420 



Media Category A - National Media: Globe and Mail La Frcssc, Lc Devoir, National Post, Toronto Star 

Media Category B - Large city papers (Sample): Calgary Herald, Calgary Sun, Halifax Chronicle Herald, Hill 
Times, iPolilics, Le Soleil, Montreal Gazette, Ottawa Citizen, Ottawa Sun, Toronto Sun, Vancouver Province, 
Vancouver SuaWinnipcg Free Press, Winnipeg Sun, etc. 

Media Category C - Small city papers and equivalent (Sample): Charlottetown Guardian, Edmonton journal, 
Guelph Mercury, Hamilton Spectator, Kingston Whig Standard, Le Droit, Leader-Times, Medical Post, New’ 
Brunswick Telegraph, NB Times and Transcript, Ottawa Life, Saskatchewan Star Phoenix, St, John's Times and 
Telegraph, Sudbury Star, Victoria Times Colonist, Waterloo Region Record, Windsor Star, etc. 

Media Category D - Regional anti niehe media (Sample): Alaska Highway News, Battlcfords New s Optimist, 
Belleville Intelligencer, Brandon Sun, Brooks Weekend Regional, Cambridge Times, Carstairs Courier, Chilliwack 
Times, Didsbim Review, Fox Creek Times, Kelowna Daily Courier, King's County Record, Lethbridge Herald, 
New’ Glasgow News, Okanagan Sunday, Penticton Herald, Ponoka New s, Prince Albert Daily Herald, Red Deer 
Express, Rimbey Review , Slave Lake Scope, Shoreline Week, Sundre Roundup, Surrey Times, Sylvan Lake New s, 
Victoria Star (New Brunsw ick) Wabasca Fever, Woodstock Buglc-Obscrvcr, Yorkton News Review , and other 
regional media not found above. 















































EvidenceNetwork.ca Published OpEds 2013-2014 



Months 

2013 


OpEds* 
Published per 
Month 


Media 

Category 

A 


Media 

Category 

B 


Media 

Category 

C 


Media 

Category 

D 


Total Media 
Mentions 


January 


13 




22 


18 


28 


71 


February 


7 


1 


12 


14 


21 


48 


March 


6 


2 


13 


7 


9 


31 


April 


9 


4 


19 


13 


19 


55 


May 


12 


4 


19 


14 


14 


51 


June 


16 


2 


12 


22 


25 


61 


July 


7 




13 


6 


11 


33 


August 


6 


4 


14 


18 


7 


43 


September 


5 


1 


4 


9 


15 


29 


October 


16 


8 


20 


23 


28 


79 


November 


11 


0 


17 


15 


25 


57 


December 


7 


4 


4 


11 


10 


29 
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Media Category A - National Media: Globe and Mail, La Prcsse, Lc Devoir, National Post. Toronto Star 

Media Category B - Large city papers (Sample): Calgary Herald Calgary Sun, Halifax Chronicle Herald, Hill 
Times, iPolitics, Lc Soleil, Montreal Gazette, Ottawa Citizen, Ottawa Sun, Toronto Sun, Vancouver Province, 
Vancouver Sua Winnipeg Free Press. Winnipeg Sun, etc. 

Media Category C - Small city papers and equivalent (Sample): Charlottetown Guardian. Edmonton Journal, 
Guelph Mercury, Hamilton Spectator, Kingston Whig Standard, Le Droit, Leader-Times, Medical Post, New’ 

Brunswick Telegraph. NB Times and Transcript. Ottawa Life. Saskatchewan Star Phoenix. St. John's Times and 
Telegraph, Sudbury Star, Victoria Times Colonist. Waterloo Region Record. Windsor Star. etc. 

Media Category D - Regional and niche media (Sample): Alaska Highway News, Baltlefords News-Optimist, 
Belleville Intelligencer, Brandon Sun, Brooks Weekend Regional Cambridge Times, Carstairs Courier. Chilliwack 
Times. Didsbuiy Review. Fox Creek Times, Kelowna Daily Courier, King's County Record. Lethbridge Herald. New 
Glasgow News, Okanagan Sunday, Penticton Herald, Ponoka News, Prince Albert Daily Herald, Red Deer Express, 
Rimbey Review, Slave Lake Scope, Shoreline Week. Sundre Roundup. Surrey Times, Sylvan Lake News, Victoria Star 
(New Brunswick) Wabasca Fever, Woodstock Bugle-Observ er, Yorklon News Rev iew, and other regional media not 
found above. 














Do Op-Eds make a difference? Well, we are trying to track key outcomes. But we can 
say already that as a result of the publication of the Op-Eds, some of our academic ex- 
perts have been invited to give testimony at court hearings, provide evidence at govern- 
ment proceedings, give presentations to royal commissions, invited to international con- 
ferences — real world consequences, in other words (and there are more). We’ve also 
seen published Op-Eds in one paper instigate stories in other media outlets, creating 
a kind of domino effect, and thus expanding the coverage of the topic further. We’ve 
also had several major broadsheets endorse a position in their editorial pages that was 
originally outlined in one of our Op-Eds. Social media sharing for many of our top sto- 
ries has been in the thousands, ensuring an audience reach of several million for a single 
story. This hasn’t happened once or twice, but multiple times, indicating that there’s an 
appetite in our country for rigorous, meaty policy content on health policy issues. 

This book is a selection of Op-Eds we’ve published in media outlets across the country 
(in both French and English) from October 2013 to October 2014. It thus provides a 
snapshot of Canadian health policy in the news. It is the third volume in our series (see 
also Canadian Health Policy in the News (2013) Making Evidence Matter in Canadian Health 
Policy (2014)) — all made available for free so that they may be read and used widely in 
educational settings. 

Topics are organized by chapter headings that address issues such as our challenges with 
providing Mental Health care; new models for Pharmaceutical Policy and commentaries 
that flag the myths and truths about our Aging Population and how it will impact health 
services. Health Care Costs and Spending are always a concern and are raised by many 
of the essays here including the costs of health human resources and technology. Many 
of our academics address the ways in which Health is More than Health Care includ- 
ing such issues as poverty, housing and education, while others caution that More Care 
is Not Always Better . Still other commentaries highlight the dangers and opportunities 
with Private. For-Profit Solutions to health care funding and delivery, and others com- 
pare Canadian and American Health Systems . 

Collected together, we hope these Op-Eds engage and enrich the dialogue and debate 
on a health care system that’s so important to Canadians. As we head into a federal 
election year in 2015, it seems certain that many of these issues will come to the fore, 
and it serves our democratic system that they be aired and discussed with evidence as 
the foundation. With journalists and academics in partnership to communicate health 
policy in the news, we can help navigate the evidence together. 
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Chapter 1 : Aging Population 



PEI proposal fails to spark CPP reform 



c 



Robert Brown 



D 



Mid-December 2013, finance ministers across Canada met to consider an expansion to 
the Canada Pension Plan (CPP). One specific proposal for reform was that introduced 
by the PEI Finance Minister in September. Wes Sheridan outlined the need for an ex- 
pansion of the CPP and then described in some detail his idea for a “wedged” expan- 
sion. This is not entirely new as the idea arises from work done by Professor Michael 
Wolfson of the University of Ottawa (previously of Stats Canada). So the ideas have 
academic foundations and support. 

Unfortunately, the proposals were deep-sixed by the federal finance minister, Jim Fla- 
herty, who stated that the Cana- 
dian economy was too fragile at 
this time for anything that would 
raise payroll taxes. 

Expanding the CPP is not an 
easy matter. First, it is counter- 
intuitive to mandate poor work- 
ers to contribute extra money to 
the CPP when any extra benefits 
would just be lost to claw backs 
in their Guaranteed Income 
Supplement (GIS) benefits. In 
fact, given that there are several 
provincial income supplement 
plans, the loss of benefits could 
be a full $1 for every extra $1 
of CPP benefit earned. So they 
would be forced to pay in money 
they really don’t have to buy zero 
new net benefits. 

The second important stumbling block is the fact that many research papers have found 
that the workers truly in need in the next generation of retirees are those who earn 
between 50 per cent of the Average Wage and 200 per cent of the Average Wage (i.e., 
between $25,000 and $100,000). Those below $25,000 do fairly well through combined 
Old Age Security (OAS), GIS and CPP benefits. Workers earning over $100,000 appear 
to be able to take care of themselves with the tax incented vehicles now available. 

These two reasons are precisely why PEI was proposing a new wedge benefit. Here’s 
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how — and why — it would work. 

First, any new tier of benefits would be fully funded. That is, each generation of work- 
ers would pay in full for their own benefits. There would be no inter-generational trans- 
fers. This also means that the absolute full impact of any reforms would not be felt 
until 39 years from now. So starting soon is very important. 

Today, the CPP provides an inflation-protected defined benefit that replaces 25 per cent 
of earnings up to approximately $50,000. Contributions are 9.9 per cent of earnings or 
a maximum of about $4,600 (but split 50/50 with one’s employer). Currently the maxi- 
mum annual CPP benefit is about $1,000 a month or $12,000 a year. The average pay- 
ment is about half of this or $500 per month. 

The proposal would expand the CPP starting at earnings of $25,000. No new contri- 
butions or benefits would exist for those earning $25,000 a year or less. They would 
continue to depend on their OAS/ GIS/ CPP. Pensionable earnings would be expanded 
up to $100,000 and there would be a new tier of benefits, and would bring maximum 
benefits to a 33 per cent replacement ratio versus today’s 25 per cent. 

This could be paid for with new contributions of about 3.1 per cent (shared 50/50 with 
one’s employer — so 1.55 per cent each) starting at $25,000. 

Assuming a 40-year career, for workers earning $40,000, their contributions would in- 
crease by a total of $465 a year (split 50/50). This would bring an estimated increase in 
CPP benefits of $2,250 per year. 

Someone earning $75,000, would pay extra contributions of $1,550 (split 50/50) and 
would see a $7,500 rise in pension benefits annually. The maximum increase in benefits 
would be $11,250 — almost double the current maximum benefit under the existing 
plan. 

The PEI proposal stated that these changes would be phased in over a relatively short 
period of time (two to three years). Further, Minister Sheridan argues that the new con- 
tributions are not taxes because they are buying real benefits. 

It is not easy to amend the CPP. It requires the approval of two thirds of the provinces 
with two thirds of the population of Canada (including Quebec). And, as we saw on 
Monday, it can be nixed by a single party: the Federal Minister of Finance. 

The PEI proposal was carefully thought out and deserved serious consideration. The 
time for pension reform is now. PEI has a viable solution. It will be interesting to see if 
the announced Ontario “go-it-alone” proposals will use the PEI model. It wouldn’t be a 
bad place to start. 

Robert Brown is an expert advisor with EvidenceNetwork.ca and a fellow with the Canadian Institute 
of Actuaries. He was a professor of actuarial science at the University of Waterloo for 39 years and a 
past president of the Canadian Institute of Actuaries. 

(December 2013) 

A version of this commentary appeared in the Charlottetown Guardian , the Guelph Mercury 
and the Miramichi Reader. 



Pension reform — lessons from Australia 




Robert Brown 



Canadians are being told that we might learn a lot from pension reforms that took place 
in Australia starting in 1992. That, for sure, is correct. 

We can learn that retiring with any real level of financial security is expensive. Employ- 
ers in Australia must contribute a minimum of nine per cent of an employee’s gross 
earnings into a privately managed fund and these contributions will rise to 12 per cent 
by 2019-20. It seems strange that those proposing a move to the Australian model were 
the same players who opposed a recent Canada Pension Plan (CPP) reform proposal 
that would have cost employers 1.55 per cent of pay (matched by employee contribu- 
tions). 



If Canadian employers will not 
accept a 1.55 per cent rise in 
contributions how will they ever 
accept 12 per cent contribu- 
tions? 



The Australian contributions 
go into individual accounts that 
are privately managed. There is 
a wide variety of choices here 
and these funds compete heav- 
ily (e.g., advertise a lot) for the 
worker’s money. These accounts 
are very similar in nature to 
Canada’s RRSP system. Again, if 
you can’t get Canadian employ- 
ers to set up Group RRSPs for 
their workers how will you get 
the Australian system to work 
here? 



The only way to make it work is to make the system mandatory, as it is in Australia. So, 
no advantage here over the CPP which, of course, is mandatory. 

Because the Australian monies go into individual accounts, we are told that gives the 
individual worker full flexibility in how to invest his or her funds. Sounds attractive. But 
change the word flexibility to responsibility. Canadian workers would now be fully re- 
sponsible for investing their funds. You would not have the CPPIB doing the investing 
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for you. 

Most Canadian workers realize that they are not equipped for this task. So, they will 
turn to fund managers to do the investing for them. Now, that comes at a cost — a very 
high cost. 

Canadian fund managers charge anywhere from 1.5 to three percentage points (man- 
agement expense ratio) to actively manage your money. These management expense 
fees are killers in a low return economy as we now have. Every additional one per cent 
fee over a 40-year period reduces final assets by about 20 per cent. Stated another way, 
a three per cent fee per annum will cut in half your retirement replacement rate (your 
standard of living) versus an account with no fees. 

In this matter, Australia is no shining example. Despite the mandatory “Superannua- 
tion” system there, management fees still range from 1.5 per cent to 1.75 per cent. 
Canada’s CPP operates with an expense ratio of less than one per cent. 

There is also no evidence that these fees for active management reap the fund holder 
any higher returns. Passive accounts do just as well on average (and after the impact of 
the fees is taken into account, passive investing does much better on average). 

Then, we come to retirement. When you retire in Canada, you let the CPP administra- 
tion know that you want your cheques started. And that’s what happens. You start to 
get monthly pension cheques. Not only that, but your retirement benefit is indexed to 
inflation. 

Now, in Australia, you get a lump sum pay-out (hardly any Aussies annuitize their lump 
sum). Once again, you have to manage your retirement on your own. Now, even if you 
knew exactly when you were going to die, this would be difficult, but when you have no 
idea of your personal life expectancy, this is a problem beyond the capabilities of the 
average Canadian. 

So, the Australian system would cost employers about twice as much as the CPP (nine 
per cent rising to 12 per cent versus 4.95 per cent). Both systems have mandatory em- 
ployer contributions. But, the Australian system leaves all of the risk such as investment 
risk, timing risk, inflation risk, longevity risk on the shoulders of the individual worker, 
whereas the CPP spreads these risks across the shoulders of all Canadians. 

So, maybe there is something to learn from the Australian model. The lesson is that we 
can do it better here. 

Robert Brown is an expert advisor with EvidenceNetwork.ca and a fellow with the Canadian Institute 
of Actuaries. He was a professor of actuarial science at the University of Waterloo for 39 years and a 
past president of the Canadian Institute of Actuaries. 

(January 2014) 

A version of this commentary appeared in the Vancouver Sun, the Huffington Post and the 
Winnipeg Free Press. 
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Government on right track with Target Benefit pension plans 

By sharing some risks, workers can achieve higher investment returns 



Robert Brown 



In a speech in Toronto last week, Kevin Sorensen, Minister of State for Finance, intro- 
duced details of a new “hybrid” pension plan proposed for all federal workers and oth- 
er corporations under federal pension regulation. He referred to these proposed plans 
as Target Benefit Pension Plans. 

One can understand Target Benefit plans more easily by reviewing the existing polar- 
ized options for pensions in Canada: Defined Benefits (DB) Plans (common among the 
Public Service) and Defined Contribution (DC) Plans (common in the Private Sector if 
one has a pension at all). 

In a DB Plan, the plan spon- 
sor (for the Public Service that 
means you, the taxpayer) is 
responsible for all plan risks. 

These include investment risks 
(think 2008), longevity risks 
(everyone seems to want to live 
longer and longer), expense risk 
and so on. The worker is told 
up front in a clearly stated for- 
mula what benefit they will get 
in retirement (e.g., two per cent 
of your final pay times years of 
service or $2,350 per year of 
service). If the costs of such 
DB benefits rise, then the plan 
sponsor must pay the difference. 




In many of these DB plans, 
the purchasing power of such 
guaranteed benefits is also guar- 
anteed by having a Cost of Living Increase each year equal to the full change in the 
Consumer Price Index. Nice deal. 



In a DC Plan, the plan sponsor makes a defined contribution to a Capital Accumulation 
Plan. It might be some percentage of pay or some set dollar amount per hour, but it is 
defined and set. All risks associated with pensions (investment risk, longevity risk and 
so on) are borne by the worker. So, if 2008 is repeated, you could easily lose 30 per cent 
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of your Capital Accumulation and have to work years longer than you ever imagined to 
attain retirement income security. 

But, perhaps equally as important, when you retire, you have to decide how to “draw 
down” your accumulated wealth as monthly retirement income. This is a horrible dilem- 
ma for one individual facing two huge unknowns going into retirement. You can’t know 
for sure what rate of interest your funds will earn and you have no idea (or at least only 
a very foggy idea) of how long you will live. 

Very few workers transfer this longevity risk to an insurance company by buying a life 
annuity, because, for a variety of reasons, annuities are very expensive today. Instead, 
most workers respond by moving to more conservative and liquid assets like bonds, 
which pay very low rates of return. Further, they plan their draw down to last longer 
than their expected lifetime so as not to fall into bankruptcy late in life. Both actions 
lower your monthly income. 

A Target Benefit Pension Plan, as proposed by the federal government, mitigates most 
of these risks to a large extent, making it a very good idea. 

Your plan will be backed by a huge asset pool that can invest in more stable assets like 
private equity and infrastructure. If 2008 occurs again, you will feel an impact, but it 
should be somewhat softened and it should be temporary (by 2013, virtually all asset 
values have returned to their 2007 levels, if not beyond). Further, a large asset pool will 
not have to sell its assets in the middle of a severe downturn. 

Equally important, you can now share your longevity risk with all members of the plan. 
This will allow the plan to remain invested in higher yielding assets such as stocks and 
private equity. And, you will be guaranteed a monthly income cheque for life. 

The absolute amount of that cheque, however, is not fully guaranteed. A financial melt- 
down like 2008 might mean that benefits have to be lowered, even if only temporarily. 
And you should expect that any Cost of Living increase will be dependent on the plan 
funding being healthy. 

But you decide. Would you rather have a DC plan where you, as an individual, carry all 
of the risks? Or would you rather have a Target Benefit plan where you share the risks 
with your employer and all of the other participants in the plan? Or, more realistically 
in the private sector, would you rather have no pension plan at all? 

With this proposed policy, the government is on the right track. 

Robert Brown is an expert advisor with EvidenceNetwork.ca and a fellow with the Canadian Institute 
of Actuaries. He was a professor of actuarial science at the University of Waterloo for 39 years and a 
past president of the Canadian Institute of Actuaries. 

(April 2014) 

A version of this commentary appeared in the Globe and Mail, the Huffington Post and 
Ottawa Life. 
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Dying well 

Why we all need to have end of life conversations 



r 



Harvey Max Chochinov 



The last time I was in Israel, I went on some home visits with a palliative care physi- 
cian in the town of Sfat near the Sea of Galilee. My colleague, a devout Jewish doctor, 
took me to several homes to offer advice on managing his most serious, terminally ill 
patients. One older Chassidic Rabbi was dealing with an advanced lung cancer, and hav- 
ing a difficult time accepting any kind of help from his young adult children. Next was 
a young Sephardic woman with advanced ovarian cancer, living in a small apartment 
with her mother and feeling abandoned by her other siblings. Then there was an elderly 
widow with far advanced breast cancer, struggling to get through her days because of 
poorly controlled pain. 



In each encounter, the room 
would eventually fall silent, an- 
ticipating my response. To the 
ailing rabbi I said, “Children 
usually want to be with their 
parents when they are ill; it’s 
a way of expressing that they 
care;” to the Sephardic young 
woman, I asked, “Do you think 
your brothers and sisters are 
keeping their distance because 
they are indifferent or because 
they find it painful to see you so 
sick,” and to the elderly woman 
I said, “You’ll be feeling much 
better once your pain is under 
better control.” 

In each instance, nothing I said 
struck me as particularly pro- 
found, until, that is, I witnessed their responses. The rabbi shed a tear, thanked me and 
shook my hand. The Sephardic woman smiled as she let go some of her anger towards 
her brothers and sisters; and the elderly woman quickly retrieved a plastic bag, which 
she proceeded to fill with the various dried fruits and homemade pastries that bedecked 
her table and handed them over to me. 



TEACHING PALLIATIVE CARE 
AROUND THE WORLD, I AM ALWAYS 
} STRUCK BY HOW MUCH PEOPLE 
| HOLD IN COMMON, WHEREVER 
* THEY HAPPEN TO LIVE. IN OUR 
HUMANITY, WE SHARE VERY 
COMMON CONCERNS AND 
STRUGGLES REGARDING HOWTO 
COPE WITH VULNERABILITY AND 
THE INEVITABILITY OF DEATH. 



Harvey Max Chochinov, Distinguished Professor 

of Psychiatry, University of Manitoba and |= v j 
Director of the Manitoba Palliative Care Research 
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Teaching palliative care around the world, I am always struck by how similar people are, 
wherever they happen to live. In our humanity, we share very common concerns and 
struggles regarding how to cope with vulnerability and the inevitability of death. 

Whenever my plane takes off, I always think about how air travel is the perfect meta- 
phor for life and death. The moment we are born, our lives take flight. Some people 
remain airborne longer than others; some run into more turbulence than others. Yet, 
most people are so engaged in the journey, they ignore the fact that landings are inevi- 
table. Working in palliative care, I can assure you, there is a world of difference between 
a good and gentle landing, as opposed to just “crash and burn.” 

In our aversion to death, we are like the airline passenger who only wants to think about 
the free food and complementary drinks; check out what movies are available, and peri- 
odically, look out the window and enjoy the view. Focusing on the flight lets us shut out 
the reality that the ground we see off in the far distance is ground each and every one 
of us, without exception, must inevitably return to. 

Not acknowledging death does not make it go away, anymore so than talking about it 
will somehow hasten its arrival. 

Discussing death allows you to make plans and to make your wishes known to loved 
ones. It allows you to state your preferences, affirm your values and clarify your choices. 
Study after study indicates that it increases the likelihood that you will get the care you 
want, when you want it and where you want it and that it could spare your family the 
anguish of having to make a decision on your behalf, should you no longer be able to 
communicate, without knowing what you might have wanted under the circumstances. 

These conversations do not have to wait until someone is dying. They simply acknowl- 
edge that death is woven into our DNA; that it is inescapable. 

If all this sounds too daunting, here is some language you might want to consider. 
Imagine turning to the person you have in mind and begin by saying something like, 

“I love you.” If that feels like a stretch, you can always start with: “Look, I care about 
you, most of the time” or “What matters to you matters to me.” “When one of us gets 
sick or is facing the end, is there anything we should know about each others wishes, 
to make sure we each get what we want?” You can also speak with your doctor and ask 
him or her about an advance directive and naming a health care proxy — that is, some- 
one who will speak on your behalf when you are no longer able to do so for yourself. 

Does that really sound so difficult? Do you really think that you are likely to hurt some- 
one you love or care about by saying “I want to be able to make good choices for you, 
so tell me whatever you think I need to know to get it right.” 

After all, who doesn’t want a gentle landing, as life itself comes to a complete and final 
stop. 
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Harvey Max Chochinov is an advisor to EvidenceN etwork. ca, a distinguished professor of psychiatry 
at the University of Manitoba , Canada research chair in palliative care and director of the Manitoba 
Palliative Care Research Unit. 

(April 2014) 

A version of this commentary appeared in the Globe and Mail, the Vancouver Province and 
the Hamilton Spectator. 
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Mourir dignement 

Pourquoi nous devrions to us discuter de la fin de la vie 



r 



Harvey Max Chochinov 



La derniere fois que je suis alle en Israel, j’ai accompagne un medecin en soins palliatifs 
de la ville de Sfat, pres de la mer de Galilee, dans quelques-unes de ses visites a domi- 
cile. Mon collegue, un medecin juif devoue, m’a amene dans plusieurs foyers pour lui 
offrir des conseils sur les soins a apporter a ses patients les plus gravement malades et 
en phase terminale. Nous avons vu un rabbin hassidique aux prises avec un cancer du 
poumon avance, qui avait de la difficulte a accepter toute forme d’aide de ses enfants, 
maintenant de jeunes adultes. Nous avons ensuite visite une jeune Juive sefarade at- 
teinte d’un cancer de l’ovaire egalement avance, qui vivait avec sa mere dans un petit 
appartement et souffrait de se sentir abandonnee de ses freres et sceurs. Puis il y a eu 
une femme veuve agee souffrant 
d’un cancer du sein tres avance 
et qui avait de la difficulte a pas- 
ser ses journees en raison d’une 
douleur mal maitrisee. 

Lors de chaque rencontre, la 
piece s’emplit de silence, tous 
attendant une reponse de ma 
part. Au rabbin souffrant, j’ai 
dit : « Les enfants veulent ha- 
bituellement etre pres de leurs 
parents lorsqu’ils sont malades; 
c’est une fa^on d’exprimer qu’ils 
tiennent a eux »; a la jeune Se- 
farade, j ? ai repondu : « Croyez- 
vous que vos freres et sceurs 
sont peu presents par indiffe- 
rence ou parce qu’ils trouvent 
difficile de vous voir si malade »; 
a la femme agee, j’ai dit: « Vous 

vous sentirez beaucoup mieux lorsque la douleur sera mieux maitrisee ». 




Dans chaque cas, rien de ce que j’ai dit ne m’a semble etre particulierement profond, 
jusqu’a ce que j’assiste a leur reaction. Le rabbin a verse une larme et m’a remercie en 
me serrant la main. La jeune sefarade a souri en laissant s’evanouir sa colere contre ses 
freres et sceurs. Quant a la femme agee, elle est rapidement allee chercher un sac de 





plastique qu’elle a rempli de divers fruits seches et de patisseries maison posees sur sa 
table, et elle me l’a tendu. 

Lorsque j’enseigne les soins palliatifs au travers le monde, je suis toujours surpris de 
constater a quel point les gens se ressemblent, quel que soit l’endroit ou ils vivent. Etant 
tous humains, nous avons des preoccupations tres semblables et la meme difficult^ a 
composer avec la vulnerability et le caractere inevitable de la mort. 

Quand je prends l’avion, ou que je sois, je me fais toujours la reflexion que les voyages 
aeriens sont une parfaite metaphore de la vie et de la mort. Le jour de notre naissance, 
notre vie prend son envoi. Certaines personnes restent dans les airs plus longtemps que 
d’autres, et certaines vivent plus de turbulences que d’autres, mais la plupart, malgre 
tout, demeurent si absorbees par leur voyage qu’elles oublient que le moment de l’atter- 
rissage viendra inevitablement. Travaillant dans le domaine des soins palliatifs, je peux 
vous assurer qu’il y a tout un monde entre un atterrissage calme et en douceur, et un 
ecrasement soudain et brutal. 

Dans notre aversion de la mort, nous sommes comme les passagers d’un avion qui ne 
s’interessent qu’aux repas et aux boissons qu’on leur sert gratuitement, qui verifient les 
films offerts et qui, periodiquement, jettent un ceil au hublot afin de contempler la vue. 
En nous concentrant sur le vol, nous nous detournons de la realite du sol qui est si loin 
sous nos pieds, ce sol auquel nous tous, sans exception, devrons retourner ineluctable- 
ment. 

Ne pas reconnaitre la realite de la mort ne la fait pas disparaitre, pas plus qu’en parler ne 
precipitera sa venue. 

Discuter de sa propre mort permet de la planifier et de transmettre ses volontes aux 
personnes qu’on aime. Cela permet egalement d’exprimer ses preferences, d’affirmer 
ses valeurs et de preciser ses choix. Les etudes indiquent les unes apres les autres que 
les personnes qui parlent de leur mort sont plus susceptibles de recevoir le traitement 
qu’elles ont souhaite, a l’endroit et au moment voulus, et que, ce faisant, elles evitent 
a leur famille l’angoisse de devoir, dans l’eventualite ou elles perdraient la capacite de 
communiquer, faire des choix a leur place sans savoir ce qu’elles auraient voulu en de 
pareilles circonstances. 

Nul n’a besoin d’attendre qu’une personne soit mourante pour tenir de telles conver- 
sations. 11 suffit simplement de reconnaitre que la mort est inscrite dans notre ADN, et 
qu’elle est par consequent inevitable. 

Si tout cela semble intimidant, void quelques fa^ons d’aborder le sujet. Imaginez-vous 
avec la personne que vous avez en tete. Vous vous tournez vers elle et vous commencez 
par lui dire quelque chose comme « Je t’aime ». Si cela vous parait un peu trop fort, vous 
pourriez toujours commencer par une phrase comme « Ecoute, je tiens a toi, la plupart 
du temps » ou « Ce qui est important pour toi l’est aussi pour moi ». Vous pouvez en- 
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suite enchainer : « Quand Tun de nous deux sera malade ou au seuil de sa mort, y a-t-il 
quelque chose que nous devrions savoir a propos des volontes de l’autre, afin de nous 
assurer que chacun recevra ses volontes? » Vous pouvez egalement discuter de ces ques- 
tions avec votre medecin ou lui demander comment formuler une directive prealable et 
nommer un ou une mandataire en matiere de traitement medical, c’est-a-dire une per- 
sonne qui parlera en votre nom si jamais vous n’etes plus en mesure de le faire. 

Est-ce que tout cela semble si difficile? Croyez-vous vraiment que vous pourriez blesser 
une personne que vous aimez ou a laquelle vous tenez en lui disant : « J’aimerais etre en 
mesure de faire les bons choix pour toi, c’est pourquoi il est important que tu me dises 
tout ce que tu crois que je dois savoir pour que je fasse les choses comme elles doivent 
etre faites ». 

Apres tout, qui ne souhaite pas atterrir en douceur, lorsque la vie elle-meme se termine 
et arrive a sa destination finale. 

Harvey Max Chochinov est conseiller a EvidenceN etwork. ca. II est egalement professeur distingue de 
psychiatrie a PEniversite du Manitoba , titulaire de la Chaire de recherche du Canada en soins pallia- 
tifs et directeur de I’Unite de recherche en soins palliatifs du Manitoba. 

(avril 2014) 

Une version de ce commentaire est parue dans Le Huffington Post Quebec. 
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Drugging seniors at nursing homes is not a solution for funding 

shortfalls 

Federal leadership needed for nursing homes to improve care quality 



r 



Nicole F. Bernier 



Those living in a regulated nursing home are likely in the frailest condition of their lives, 
and approaching the end of life. The individual reasons for entering a nursing home are 
many, but commonly, residents require intense personal care for an indefinite period of 
time. Nursing home residents often require significant assistance because many suffer 
from chronic conditions which impair their capacity to live on their own. Residents rely 
heavily on the nursing home to ensure their protection and well-being. 

So it is paradoxical — some would say tragic — that nursing home residents are too 
often put on drugs they don’t 
need, which can be dangerous, 
and may even kill them. 

There is accumulating evidence 
that antipsychotic medication is 
used excessively in some nursing 
homes. A recent Toronto Star 
investigation revealed that many 
provincially-regulated nursing 
homes in Ontario are routinely 
drugging their residents to calm 
and restrain them when they 
are agitated, have a tendency 
to wander or display aggressive 
behaviours. It also revealed that 
33 per cent of Ontario’s nursing 
home residents are on an anti- 
psychotic drug. 

While Ontario is currently in the 
spotlight, similar headlines ap- 
pear on a recurrent basis across Canada. A recent report by the Canadian Institute for 
Health Information found that the odds that a senior person living in a Canadian nurs- 
ing home will be given antipsychotics are nine times higher than for the elderly living in 
the community. The report showed that about 41 per cent of nursing home residents in 
Canada received at least one antipsychotic in 2012. 

How long will the elderly in nursing homes be served unnecessary and potentially dan- 



-THERE IS ACCUMULATING EVIDENCE THAT 
ANTIPSYCHOTIC MEDICATION IS USED 
EXCESSIVELY IN SOME NURSjNG HOMES. 
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SHOWS ODDgghT AS 
ON LIVING IN A CANADIAN NURS 
HOME WILL BE GIVEN ANTIPSYCHOTICS AR 
NINE TIMES HIGHER THAN FOR THE ELDERLY 
LIVING IN THE COMMUNITY. 



licole F. Bernier is research director of the Faces of Aging 
program at the Institute for Research on Public Policy 
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gerous drugs when what they actually need are better provisions for long-term care? 

Warnings on drugs labels are unequivocal: for those who suffer from dementia, anti- 
psychotics are dangerous. These drugs, when inappropriately prescribed in this manner, 
may increase the risk of death by 60 per cent and can kill. Health Canada does not ap- 
prove them for the elderly with dementia, yet large numbers of nursing home residents 
on these drugs suffer from this condition. Residents may also receive other drugs that 
may be unnecessary and risky for them, such as the anti-anxiety medication lorazepam 
or the antidepressant amitriptyline. 

Ensuring seniors remain calm and easy to manage is not what residents suffering from 
dementia personally need the most from nursing homes, but this may be what nursing 
homes need from them. The evidence suggests that in several cases these facilities are 
using prescription drugs as a cost-effective way to deal with their residents’ unwanted 
behaviours. 

Provinces typically express concern when such issues are raised, policy-makers estab- 
lish new guidelines, promise to better educate doctors and stakeholders and may even 
make data about drug use in nursing homes publicly accessible. Sadly, this has not been 
enough as evidenced by the large numbers of seniors in these institutions who continue 
to take unnecessary medications. More — and different — action is needed to ensure 
an efficient response. 

The evidence suggests that behavioural interventions and improved management of 
dementia can significantly reduce the need for antipsychotic medication. Such solutions 
require better-designed, better-equipped and better-staffed nursing homes. How well 
prepared are we to provide these conditions? 

The core problem lies in the largely insufficient funding levels for nursing homes at the 
same time that this sector is facing a rapidly growing demand for services. Significant 
investments will be needed for nursing homes even if the goal is limited to maintaining 
the status quo. Strong determination is needed from politicians and policy-makers if 
they seek to improve the current conditions. 

But who will take the lead? Provinces can certainly do better. But some of the tools 
needed — including better funding and national standards for long-term care — re- 
quire a meaningful involvement from the federal government. Effective leadership from 
the federal government is the essential first step. 

There’s one thing we know for certain: Using prescription drugs as a response to nurs- 
ing home struggles with staffing shortages and insufficient resources is not a solution. 

Nicole F. Bernier is research director of the Faces of Aging program at the Institute for Kesearch on 
Public Policy. 

(May 2014) 

A version of this commentary appeared in the Toronto Star, ; the Huffington Post and the 
Montreal Gazette. 



Droguer les atnes n’est pas une solution au manque de financement 

Ottawa doit prendre I’ initiative d’ameliorer la qualite des soins dans les maisons de soins infirmiers 



Nicole F. Bernier 



Arrivees au crepuscule de leur vie, les personnes agees hebergees en maison de soins 
infirmiers sont generalement dans un etat de grande fragilite. Elies y sont admises pour 
des raisons variees, mais la plupart du temps, c’est pour y recevoir des soins personnels 
intensifs pendant une periode indeterminee. Un grand nombre de residents souffrent 
de maladies chroniques qui les empechent de vivre de maniere autonome. Leur securite 
et leur bien-etre dependent alors pour l’essentiel de leur prise en charge par les centres 
d’hebergement. 



Les preuves a cet egard s’accu- 
mulent : dans certains etablisse- 
ments, on aurait recours de plus 
en plus souvent aux antipsycho- 
tiques. Une enquete recente du 
Toronto Star a revele qu’en Onta- 
rio, un grand nombre de centres 
reglementes par la province 
droguent regulierement leurs pa- 
tients dans le but de les calmer 
et de les maitriser lorsqu’ils sont 
agites, ont tendance a errer ou se 
comportent de fa^on agressive. 

Selon le quotidien, 33 pour cent 
des residents seraient soumis a 
un traitement antipsychotique. 

Meme si l’Ontario se retrouve aujourd’hui sous les projecteurs, des nouvelles du meme 
genre font periodiquement la une des journaux d’un bout a l’autre du pays. Recemment, 
un rapport publie par l’lnstitut canadien d’information sur la sante concluait que les 
personnes agees hebergees en maison de soins infirmiers etaient neuf fois plus a risque 




11 est paradoxal — certains diraient meme tragique — 
des maisons de soins des medi- 
caments dont, trop souvent, ils 
n’ont pas besoin, et qui sont sus- 
ceptibles d’etre nocifs au point 
de les tuer. 



que l’on administre aux residents 
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de recevoir des antipsychotiques que celles qui vivent dans la collectivite. En 2012, 41 
pour cent des residents au Canada auraient re^u au moins un medicament de ce type. 

Pendant combien de temps encore administrera-t-on aux aines dans ces etablissements 
des medicaments inutiles et potentiellement dangereux, alors que ce dont ils ont reelle- 
ment besoin, ce sont des meilleurs soins de longue duree ? 

Les avertissements sur les etiquettes des medicaments sont sans equivoque : les anti- 
psychotiques sont nocifs pour les personnes atteintes de demence et peuvent meme les 
tuer. Sante Canada n’a pas approuve leur usage dans les cas de demence senile; pour- 
tant, bon nombre des aines qui les re^oivent souffrent precisement de ce trouble. Par 
ailleurs, on administre parfois inutilement aux aines des medicaments qui peuvent poser 
certains risques, notamment des anxiolytiques comme le lorazepam ou des antidepres- 
seurs comme l’amitriptyline. 

Faire en sorte qu’ils restent calmes et dociles ne fait pas partie de ce dont les residents 
atteints de demence ont le plus besoin, mais cela pourrait bien repondre aux besoins 
des maisons de soins infirmiers. Dans plusieurs cas, tout porte a croire que les medica- 
ments d’ordonnance sont un moyen peu couteux pour les etablissements de neutraliser 
les patients ayant ont des comportements indesirables. 

Lorsqu’on denonce ce genre de probleme, les provinces reagissent en general. Leurs 
responsables etablissent de nouvelles lignes directrices, promettent de mieux former 
medecins et intervenants et parfois meme, s’engagent a publier des donnees sur ^ad- 
ministration des medicaments aux aines dans les maisons de soins de longue duree. 
Malheureusement, cela n’est pas suffisant, comme le confirment d’ailleurs les chiffres 
sur le nombre eleve d’aines qui continuent d’y recevoir des traitements inutiles. Pour 
veritablement changer les choses, il faudra prendre des mesures supplemental s — et 
differentes. 

Les recherches indiquent que ^intervention comportementale et une meilleure prise en 
charge de la demence pourraient sensiblement reduire la necessite de recourir aux anti- 
psychotiques. Les solutions de ce type requierent des maisons de soins infirmiers mieux 
con^ues, mieux equipees et mieux dotees en personnel qu’elles ne le sont aujourd’hui. 
Sommes-nous prets a fournir de telles conditions? 

Le cceur du probleme reside dans le financement largement insuffisant accorde aux eta- 
blissements alors que la demande ne cesse de croitre. Au cours des prochaines annees, 
avec le vieillissement demographique, il faudrait consentir des investissements impor- 
tants rien que pour maintenir le statu quo. Les politiciens et les decisionnaires devront 
faire preuve de determination s’ils entendent ameliorer les conditions actuelles. 

Mais qui saisira le flambeau ? Les provinces peuvent assurement ameliorer leur bilan a 
ce chapitre. Neanmoins, la mise en place de certaines ressources necessitera une par- 
ticipation authentique du gouvernement federal, qui devra notamment ameliorer le fi- 
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nancement et instaurer des normes nationales en matiere de soins de longue duree. Une 
premiere etape essentielle exigerait qu’Ottawa prenne ^initiative afin de rehausser les 
soins de longue duree. 

Une chose est sure: le recours aux medicaments d’ordonnance n’est pas une solution 
adequate pour contrer le probleme du manque de personnel et de ressources avec lequel 
se debattent aujourd’hui les maisons de soins infirmiers. 

Nicole F. Bernier est directrice scientifique du programme « Les defis du vieillissement » a Plnstitut de 
recherche en politiques puhliques. Elle est egalement conseillere aupres du site EvidenceN etwork. ca. 

(mai 2014) 

Une version de ce commentaire est parue dans Le Huffington Post Quebec et Le Soleil. 
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Why we need to rethink the nursing home model 

We don’t need more nursing home “beds, ’’ we need more care options so that people have choices 



r 



Verena Menec 



How many nursing beds are needed in Canada to care for frail, elderly people with high 
care needs? That’s a question that policy-makers across the country are grappling with, 
given the aging population and especially the rapidly growing number of very elderly 
people over the age of 85. 



Should we really be talking about how 
many nursing home beds are need- 
ed — as politicians, media and health 
policy people all do? Or shouldn’t the 
question be, “How many more homes 
are needed for frail older people who 
need care?” One might argue that 
“bed” is just a manner of speaking, a 
way to simplify the language. But lan- 
guage does matter; it reflects assump- 
tions and it limits thinking. 




Many people, as they age, eventually need some help with daily activities like house- 
work or shopping, but with some help they can stay in their own homes. Some people, 
though, particularly those who reach their 80s or 90s, or even 100, eventually need more 
help than that, such as help with getting in and out of bed, eating and using the toilet. 
When care needs are this great, admission to a nursing home — or what are also some- 
times called long-term care facilities 



or personal care homes 
the only option. 



- is usually 



WE DON'T NEED 
MORE NURSING 
HOME BEDS, 

WE NEED MORE 
CARE OPTIONS 
SO PEOPLE HAVE 
CHOICES. 

Verena Menec, Professor 
in the Department of 
Community Health 
Sciences in the College of 
Medicine at the University 
of Manitoba 



The language of “beds” fits with a 
medical model. It evokes images of 
institutions, people who are sick ly- 
ing in beds, long impersonal hallways. 

The idea of a “home” brings to mind 

entirely different images. The smell of homemade cooking, a favourite arm chair, a 
window to look out of and watch people going by and, ultimately, the feeling of a place 
where one is comfortable and safe. 



There have been considerable strides in the last few decades in making nursing homes 
feel less institutional. Older institutions have been refurbished so most, if not all, resi- 
dents have a room to themselves, people are encouraged to personalize their rooms, 
and the staff is often very caring. Newer nursing homes sometimes consist of smaller 
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units to create a more intimate feel. Yet, fundamentally, they are still institutions. 

What if the starting point for thinking about nursing homes is to take the idea of the 
“home” seriously? Would the result be different? 

Models that do just that exist, but they are still the minority. Some use the language of 
“villages,” suggestive of a small, intimate community where everybody knows each oth- 
er and looks after each other. In the Netherlands, a village has been created for people 
with dementia where they can shop, go eat in a restaurant, and live as normally as pos- 
sible for as long as possible. 

Other models offer self-contained housing units, each accommodating a small number 
of residents, akin to a group home. The emphasis is on re-creating the home experience 
by being small scale and home-like in layout and furnishings. The philosophy of care in 
these settings emphasizes people’s dignity and right to continue to live life to the fullest, 
despite care needs. 

The vast majority of older people want to age in place in their own home. When staying 
in their own home is no longer possible, should people not have the option of living in 
a home-like setting, rather than an institution? Would we not want that for our mother, 
father, grandmother or grandfather? 

The crux of the matter is, of course, that there are typically few choices. Elderly in- 
dividuals and their family members are restricted by what is currently available. When 
a bed in a nursing home becomes available, there is not much choice but to take that 
option. And there is tremendous pressure on hospitals to discharge elderly people who 
can no longer go home to nursing homes — they are sometimes called “bed blockers,” 
yet another word that evokes many negative images. 

We need a different philosophy to underlie nursing homes. And it starts with the lan- 
guage that is used. We don’t need more nursing home beds. What we do need are 
homes and care options so people have choices. We need creative thinking of what 
might be possible to accommodate diverse needs and preferences. 

There are examples that can be built on, but there needs to be a willingness on the 
part of policy-makers to support innovative thinking. Elderly people themselves and 
family members need to speak up and voice their preferences. In thinking about new 
approaches, the question we have to ask is really quite simple: “Would I want to live 
here?” 

Verena Menec is an expert advisor with EvidenceNetwork.ca and a professor in the department of 
Community Health Sciences in the College of Medicine at the University of Manitoba. Her research 
focuses on aging. 

(May 2014) 

A version of this commentary appeared in the Waterloo Region Record \ the Uethbridge Her- 
ald and the Winnipeg Free Press. 
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Repenser le modele des maisons de soins infirmiers 

Ce n’est pas le nombre de lits qu’il faut augmenter, mais I’eventail des choix 



Verena Menec 



Combien de lits faudrait-il creer au Canada pour accueillir des personnes agees freles 
qui necessitent de nombreux soins? Voila la question avec laquelle se debattent les de- 
cisionnaires d’un bout a l’autre du pays, compte tenu du vieillissement de la population, 
en particulier de la croissance rapide du nombre de personnes agees de 85 ans et plus. 

En prenant de l’age, bon nombre de gens finissent un jour par avoir besoin d’aide 
pour accomplir certaines activites de la vie quotidienne, comme l’entretien menager ou 
les courses. Avec un peu de soutien, toutefois, ils peuvent continuer a vivre dans leur 
propre maison. D’autres, par contre, necessitent une assistance plus grande, pour se 
lever du lit et se coucher, man- 
ger et aller aux toilettes; c’est 
souvent le cas des personnes 
qui atteignent 80 ans, 90 ans 
ou meme 100 ans. Lorsque les 
besoins augmentent a ce point, 
la seule option qui s’offre a 
nous est habituellement l’he- 
bergement en maison de soins 
infirmiers, un lieu qu’on designe 
aussi par les termes « centre 
hospitalier de soins de longue 
duree » et « foyer de soins infir- 
miers ». 

Au lieu de debattre du nombre 
de lits requis, comme le font 
les politiciens, les medias et 
les responsables de la sante, 
ne serait-il pas plus avise de se 
demander : « Combien de nou- 
velles maisons de soins infirmiers faudrait-il creer pour accueillir les personnes du qua- 
trieme age? » Certains repliqueront que ce n’est qu’une fa^on de parler, pour simplifier 
les choses. Mais les termes qu’on choisit ont leur importance; ils revelent notre mode de 
pensee et limitent notre reflexion. 

Le vocable « lit » convient au contexte medical. 11 evoque les etablissements de sante, 
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des gens malades et alites, de longs corridors impersonnels. Celui de « maison », en re- 
vanche, evoque de tout autres images : l’odeur des repas qu’on cuisine chez soi, notre 
fauteuil prefere, une fenetre pour regarder dehors et voir les gens circuler; en somme, 
un lieu ou Ton se sent confortable et en securite. 

Au cours des dernieres decennies, des progres considerables ont ete accomplis pour 
ce qui est de donner aux maisons de soins infirmiers un caractere moins froid et asep- 
tise. Les etablissements les plus anciens ont ete renoves de fa^on a ce que la plupart 
des residents, sinon tous, jouissent d’une chambre individuelle qu’on les encourage a 
personnaliser; leur personnel soignant est souvent plein de sollicitude. Les plus recents 
regroupent des unites de petite taille qui favorisent une atmosphere plus intime. Malgre 
cela, tous restent fondamentalement des etablissements de sante. 

Si on devait prendre cette idee de « maison » au serieux, par ou faudrait-il commencer? 
Le resultat serait-il different? 

11 existe bel et bien quelques modeles ici et la, mais ils sont encore tres peu nombreux. 
Certains emploient le terme de « village », lequel evoque l’idee d’une communaute rap- 
prochee ou les gens se connaissent et veillent les uns sur les autres. Aux Pays-Bas, on 
a cree ce genre de village pour des gens atteints de demence; ils peuvent y faire leurs 
courses, manger dans un restaurant et vivre une vie aussi normale que possible, aussi 
longtemps que possible. 

Un autre modele est celui du regroupement d’unites autonomes, chacune hebergeant un 
petit nombre de personnes, suivant le meme principe qu’une maison d’accueil. L’idee 
consiste ici a recreer une sorte de chez soi, qui se reflete dans l’amenagement et le mo- 
bilier. Dans ce genre de lieu, la philosophie des soins est axee sur la dignite et le droit de 
continuer a vivre sa vie pleinement, peu importe nos besoins. 

La vaste majorite des gens ages prefereraient vieillir dans leur propre maison. Lorsqu’ils 
ne peuvent plus le faire, ne devraient-ils pas avoir la possibility de choisir un milieu sem- 
blable a un chez soi, plutot qu’un etablissement? N’est-ce pas ce que chacun souhaite 
pour sa mere, son pere, sa grand-mere ou son grand-pere? 

Le cceur du probleme, bien entendu, c’est que l’eventail des possibilites est restreint. 

En effet, les options qui s’offrent aux personnes agees et a leurs proches sont limitees. 
Lorsqu’une place se libere dans une maison de soins infirmiers, ceux-ci n’ont souvent 
d’autre choix que de l’accepter. De plus, les hopitaux subissent des pressions enormes : 
on leur demande d’aiguiller vers les centres de soins de longue duree les personnes 
agees incapables de retourner a la maison — dont on dit parfois qu’elles « monopo- 
liser » des lits d’hopitaux, une autre maniere negative de s’exprimer. 

11 nous faut adopter une autre philosophie en matiere de maisons de soins infirmiers. 
Cela doit commencer avec les termes que nous employons. Ce n’est pas d’un plus grand 
nombre de lits dont nous avons besoin. 11 s’agit plutot d’elargir l’eventail des possibles 
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en matiere d’hebergement et de soins, pour que les gens aient le choix. II faut faire 
preuve de creativite, afin d’imaginer differentes fa^ons de repondre a des besoins et a 
des gouts varies. 

II existe des modeles desquels on peut s’inspirer, mais avant tout, les decisionnaires 
doivent manifester une volonte d’appuyer l’innovation. Les personnes agees elles- 
memes et leurs proches devront prendre la parole et exprimer leurs preferences. Pour 
amorcer cette reflexion, la question qu’il faut se poser est vraiment tres simple : « Est-ce 
que j’aurais moi-meme envie de vivre dans un cadre comme celui-la? » 

Verena Menec est experte-conseil aupres du site EvidenceN etwork. ca et professeure au departement 
des sciences de la sante communautaire de la Eaculte de medecine de I’Universite du Manitoba. Ses 
recherches portent sur le vieillissement. 

(mai 2014) 

Une version de ce commentaire est parue dans Ee Soleil. 
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Is it time to allow assisted suicide? 

Most Canadians do not have access to comprehensive palliative care 



r 



By Harvey Max Chochinov and Balfour M. Mount 



This week, the Supreme Court of Canada has been hearing an appeal by the BC Civil 
Liberties Association that could grant terminally ill Canadians the right to assisted sui- 
cide. With this impending ruling and the passing of Bill 52 in Quebec (Medical Aid in 
Dying) and rumblings from parliament of another private members bill on assisted sui- 
cide, Canada is at a crossroads. 




The Court faces a daunting task. The arguments they will hear are complex, diverse and 
impassioned, given our societal fear of death and the process leading to it. While some 
will try to reassure the court that many Canadians support physician hastened death, 
others will caution that popular- 



ity is hardly a trustworthy guide 
to constructive and just social 
policy reform. But first, the 
Court must consider whether 
their decision will improve care 
for the terminally ill. 

Dying in Canada can be a scary 
prospect. According to a parlia- 
mentary report from 2000 . most 
Canadians do not have access to 
comprehensive palliative care. 
Most will die in tertiary care 
settings due to inadequate com- 
munity resources to support a 
home death. Furthermore, there 
are no national standards per- 
taining to pain control, symptom 
alleviation, psychosocial care 



and spiritual support. For First 
Nations, Metis or Inuit, receiving culturally sensitive palliative care is unlikely. Many pa- 
tients in rural areas have little or no access to comprehensive palliative care. 



The court must also consider who they would empower to carry out assisted suicide. 
By the time they reach licensure, many Canadian doctors have received less training in 
pain management than their counterparts in veterinary medicine . Most physicians have 
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knowledge deficiencies that impair their ability to manage cancer pain and are poorly 
equipped to address end of life conversations. Other studies suggest that doctors who 
treat fewer terminally ill patients and know the least about symptom management are 
most likely to be in favour of assisted suicide, while those with more experience tend to 
oppose it . 

Autonomy can be a risky argument for legislative change. In some jurisdictions with 
death hastening legislation, euthanasia or assisted suicide has been provided to infants 
and children, people with dementia or chronic conditions, those who have not given 
explicit consent, the mentally ill and most recently, an inmate who preferred death to 
incarceration. Permissive legislation will also increase feelings of vulnerability amongst 
those with disabilities, those feeling a burden and those who society perceives as unpro- 
ductive. Also, the more autonomy is granted, the more it becomes a perceived entitle- 
ment. In the Netherlands and Belgium, groups have been advocating for the availability 
of death hastening measures for people over 70 years of age who are expressing “tired- 
ness of life.” 

The design and representation of studies examining the outcome of death-hastening 
can sometimes be misleading or falsely reassuring. Take for example studies suggest- 
ing that families of patients who opt for euthanasia or assisted suicide do not experi- 
ence negative psychological consequences. Currently, there are no studies examining 
the bereavement experiences of family members that were not informed of their loved 
ones’ decision to pursue hastened dying. In Oregon, 10 per cent of patients refused to 
include their family in the discussion and in another six per cent of instances the physi- 
cian did not know if families were aware of the request . Quebec’s Bill 52 stipulates that 
patients can refuse to have their families consulted. 

The Court may wonder if palliative care can include physician-hastened death. Palliative 
care demands vigilant monitoring of the patient and individual responses to assuage 
physical, psychosocial and spiritual distress. Palliative care is a process of caring applied 
over time. As such, short of asking dying patients to dislocate from communities that 
lack appropriate resources, most Canadians will simply have to make do — or, if the 
law changes, take cold comfort in knowing that they can access death-hastening alterna- 
tives. 

Palliative care cannot eliminate every facet of end of life suffering. Preserving dignity 
for patients at the end of life requires a steadfast commitment to non-abandonment, 
meticulous management of suffering and a tone of care marked by kindness. In re- 
sponse to this dignity conserving approach, the former head of the Hemlock Society 
conceded that “if most individuals with a terminal illness were treated this way, the in- 
centive to end their lives would be greatly reduced.” 

That is a lot for the Supreme Court of Canada to consider. The country will anxiously 
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await its verdict. 



Harvey Max Chochinov is an expert advisor with EvidenceNetwork.ca and a Canada Research 
Chair in Palliative Care and Director ; Manitoba Palliative Care Research Unit, Department of Psy- 
chiatry at the University of Manitoba. Balfour M. Mount is the Eric M. Flanders Professor Emeri- 
tus of Palliative Medicine at McGill University. 

(October 2014) 

A version of this commentary appeared in the Huffington Post , the Medical Post and the 
Bugle Observer. 
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Le temps est-il venu d’autoriser le suicide assiste? 

La plupart des Canadiens n’ont pas acces a des so ins palliatifs complets 




Harvey Max Chochinov et Balfour M. Mount 



Cette semaine, la Cour supreme du Canada a entendu un appel de l’Association pour 
les libertes civiles de la Colombie-Britannique qui pourrait accorder aux malades cana- 
diens en phase terminale le droit au suicide assiste. Ce jugement, combine a l’adoption 
au Quebec du pro jet de loi 52 (loi sur l’aide medicale a mourir) et de rumeurs du depot 
d’un projet de loi sur le suicide assiste, place le Canada a la croisee des chemins. 

La tache que devra accomplir la Cour est colossale. Les arguments qui lui seront sou- 
mise en audience seront complexes et diversifies. De plus, notre peur collective de la 
mort teintera les arguments d’intenses emotions. Certains tenteront de rassurer la Cour 
en soutenant que de nombreux 



Canadiens appuient le principe 
d’une aide medicale a mourir, 
alors que d’autres feront valoir 
que le soutien populaire ne peut 
constituer un critere veritable- 
ment fiable pour orienter une 
reforme juste et constructive 
d’une politique sociale. Quoi 
qu’il en soit, la premiere ques- 
tion que devra se poser la Cour 
a savoir si sa decision ameliorera 
ou non les soins offerts aux ma- 
lades en phase terminale. 

Au Canada, la mort peut etre un 
processus epeurant. Selon un 
rapport parlementaire realise en 
2000 . la plupart des Canadiens 
n’ont pas d’acces a des soins 



palliatifs complets. Une majorite 
mourra dans un milieu de soins tertiaires en raison d’un manque de res sources commu- 
nautaires adequates pour offrir aux malades la possibility de mourir a domicile. De plus, 
il n’existe aucune regimentation nationale concernant le controle de la douleur, le sou- 
lagement des symptomes, les soins psychologiques et le soutien spirituel. Par ailleurs, il 
est improbable que les membres des Premieres Nations, les Metis et les Inuits re^oivent 
des soins de fin de vie adaptes a leur culture. De plus, un grand nombre des patients en 



milieu rural n’ont pas acces ou ont un acces limite a des soins palliatifs complets. 

La Cour devra egalement decider a qui sera confie le pouvoir d’aider une personne 
a mettre fin a ses jours. Lorsque leur est remis leur permis d’exercer, de nombreux 
medecins canadiens ont en general re^u moins de formation en gestion de la douleur 
que leurs homologues en medecine veterinaire . La plupart ont des connaissances in- 
suffisantes pour etre en mesure de bien gerer la douleur associee au cancer et sont mal 
outilles pour aborder la question de la fin de la vie avec leurs patients. D’autres etudes 
laissent entendre que les medecins qui ne traitent pas souvent des patients en phase ter- 
minale et qui connaissent moins bien la gestion des symptomes sont plus susceptibles 
d’etre en faveur du suicide assiste. Les medecins qui ont plus d’experience dans le traite- 
ment de patients en fin de vie ont davantage tendance a s’v opposer . 

L’argument de l’autonomie peut etre risque dans le cadre d’une modification legislative. 
Dans certaines regions ou il existe des dispositions legislatives concernant l’aide mediale 
a mourir, des euthanasies ou des suicides assistes ont ete pratiques sur des nourrissons 
et des enfants, des malades souffrant de demence ou de maladies chroniques, des per- 
sonnes incapables d’exprimer un consentement explicite ou atteintes de maladie men- 
tale et, plus recemment, un detenu qui a prefere la mort a l’incarceration. Une loi plus 
permissive aura egalement pour effet d’accroitre le sentiment de vulnerability des per- 
sonnes handicapees et des personnes que la societe per^oit comme improductives ou 
qui se sentent comme un fardeau. En outre, plus l’argument de l’autonomie sera consi- 
dere comme admis, plus le suicide assiste sera per^u comme un droit. Aux Pays-Bas et 
en Belgique, des groupes ont reclame l’acces a des mesures deceleration de la mort 
pour les personnes de plus de 70 ans qui se disent « fatiguees de vivre ». 

La conception et la presentation des etudes portant sur les impacts du suicide assiste 
peuvent parfois etre trompeuses ou faussement rassurantes. Prenons pour exemple les 
etudes qui laissent entendre que les families des patients qui choisissent l’euthanasie 
ou le suicide assiste n’eprouvent pas de consequences psychologiques. Actuellement, 
il n’ existe dans les faits aucune etude portant sur le deuil vecu par les membres des fa- 
milies qui n’ont pas ete informees de la decision d’un proche de mettre fin a ses jours. 
En Oregon, 10 pour cent des patients ont refuse que leur famille soit consultee et dans 
6 pour cent des cas, les medecins ne pouvaient dire si la famille avait ete mise au courant 
de la demande de suicide assiste de leur patient . Au Quebec, le projet de loi 52 precise 
que les patients peuvent refuser de consulter leur famille. 

La Cour pourrait egalement se demander si les soins palliatifs peuvent inclure le suicide 
assiste. Offrir des soins palliatifs exige une surveillance attentive des patients ainsi que 
des interventions adaptees aux besoins de chacun afin de calmer la douleur et d’apaiser 
la detresse psychologique et spirituelle. Les soins palliatifs sont une forme de compas- 
sion qui prend du temps. Ainsi, a moins de demander aux patients mourants de quitter 
leur milieu de vie ou les ressources necessaires ne sont pas disponibles, la plupart des 
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Canadiens devront se debrouiller comme ils peuvent, ou, si la loi est modifiee, ceux-ci 
auront la maigre consolation de savoir qu’ils ont acces au suicide assiste. 

Les soins palliatifs ne peuvent eliminer toutes les facettes de la souffrance eprouvee en 
fin de vie. Preserver la dignite des patients mourants exige une volonte inebranlable de 
ne pas abandonner, une gestion minutieuse des souffrances des patients et une enorme 
quantite de soins empreints de compassion et de gentillesse. En parlant d’une telle ap- 
proche visant a proteger la dignite des patients, l’ancien dirigeant de la Hemlock Society 
a admis que [traduction] « si la plupart des malades en phase terminale recevaient de tels 
soins, le desir de mettre fin a leur jour serait beaucoup moins fort ». 

La Cour supreme du Canada a ainsi beaucoup a soupeser avant de rendre sa decision, 
qui est attendu avec impatience a travers le pays. 

Harvey Max Chochinov est expert-conseil a EvidenceN etwork. ca> titulaire de la Chaire de recherche 
du Canada en soins palliatifs et directeur de I’Unite de recherche en soins palliatifs du Hepartement de 
psychiatrie de I’Universite du Manitoba. Balfour M. Mount est professeur emerite de la chaire Eric M. 
Flanders en medecine palliative de I’Universite McGill. 

(octobre 2014) 

Une version de ce commentaire est parue dans Le Huffington Post Quebec. 
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Chapter 2: Health Care Costs and Spending ^ 



Giving doctors more money does not improve access to care 

Why Quebec’s increased fees for doctors is not good health policy — and what this might 

mean for the rest of Canada 



Damien Contandriopoulos and Melanie Perroux 



The amount paid to doctors in Canada increased by $7.5 billion in the last five years to 
reach a total of over $30 billion per year. Put another way, the growth rate of physician 
remuneration expenditures — what our health system pays to doctors for health servic- 
es — was more than twice the rate at which the Canadian economy grew over the same 
period (around 6.4 per cent per year). 

No one would argue that this is a lot of money in itself, and a growing proportion of 
our collective wealth. At the same time, every new report on our health care system, 
including from the Common- 
wealth Fund, the Health Council 
of Canada and the College of 
Family Physicians of Canada, 
continues to highlight what little 
progress has been made regard- 
ing the accessibility of health 
care. 

So what’s going on here? We 
invest ever-growing sums in 
physician remuneration without 
noticing much improvement in 
the availability of medical visits 
and procedures. How can this 
be the case? 

In a study published in the No- 
vember 2013 issue of Healthcare 
Policy, we used the latest avail- 
able data from Quebec to ana- 
lyze the evolution of medical 
services costs and volumes of care over five years (from 2007 to 2011) to gain a better 
understanding of the relationship between physician fees and availability of care. The 
results prompt some important policy considerations. 

In 2007, after bitter negotiations between physician federations and the Quebec govern- 
ment, agreements were signed to significantly increase fee schedules. Over the following 





five years the average cost per service rose by 25 per cent for family doctors and 32 per 
cent for specialists (the term service describes all medical care provided, such as visits, 
procedures and tests). At the same time, the number of physicians per capita grew by 
eight per cent to reach an unprecedented number of physicians in the province. 

These two trends combined increased medical compensation expenditures in Quebec 
by $1.5 billion over five years. After controlling for inflation, these investments translate 
into average net income increases of 15 per cent for family doctors and 25 per cent for 
specialists. As these are inflation-controlled figures, these are real increases in purchas- 
ing power. 

What’s interesting, however, is that during this same period, the average number of spe- 
cialized service visits per inhabitant stagnated, and the average number of family medi- 
cine service visits per person actually dropped by five per cent. The average number 
of services provided by each physician also dropped by five per cent for specialists and 
seven per cent for family doctors. 

In other words, the net impact of investing an additional $1.5 billion — no small sum 
— in physician remuneration was either a stagnation or reduction in the volume of 
services provided to the population. Moreover, the decrease in the average volume of 
services per physician offsets most or all of the increases in the overall number of phy- 
sicians. What should have been two steps forward was more like one step back, but at 
great cost to the public purse. 

Unfortunately, this result is not surprising. In fact, it is highly convergent with what 
is known in economics as the “target income hypothesis.” This hypothesis posits that 
people aim for a given level of income and will adjust their work load to reach it. This 
implies, among other things, that when the rate paid for a given amount of work in- 
creases, workers might choose to work less rather than to increase their revenues. 

What our study shows is that as the unit price of services rose, physicians — who are 
overwhelmingly self-employed entrepreneurs — adjusted their work practice to im- 
prove their quality of life instead of opting to earn more. 

End result: Quebecers did not see an improvement in health service availability despite 
a sizeable new investment in health care. 

Some believe that physicians deserve to be paid more, while others oppose transferring 
additional public funds to the society’s wealthiest. This is a moral debate. What we’d like 
to emphasize instead is the failure of the policy goal. If the current investments in phy- 
sician compensation was intended to improve the accessibility of medical care, then the 
data from Quebec show that this was a policy failure. Not only was there no improve- 
ment, but the problem actually worsened. 

In Quebec, it appears we are investing more money to pay more physicians to get less 
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care. 



Few — if anyone at all — know the real effects of recent major investments in physi- 
cian compensation in the other provinces across the country It is time that these invest- 
ments are monitored, analyzed and publicly debated. Throwing money at a problem is 
not always a solution. 

Damien Contandriopoulos is an expert advisor with EvidenceN etwork. ca, an associate professor at 
the University of Montreal Nursing Faculty and a researcher at the University of Montreal Public 
Health Research Institute. Melanie Perroux is a research officer at the University of Montreal Public 
Health Research Institute. 

(December 2013) 

A version of this commentary appeared in the Globe and Mail \ Medical Post and the Huffi 
ington Post. 
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Why our health system works for Canada 

Future of Medicare depends on our ability to change 



r 



Robert McMurtry 



In the past 18 months I have required two major, but unrelated surgeries, experiencing 
first hand Ontario’s version of Medicare. The two interventions necessitated down-time 
and an enforced idleness for reflection on life and what it means to be Canadian. I feel 
blessed. 

It is not just the absence of any indebtedness related to care, though that certainly 
helps, but the core elements of what Medicare represents: efficiency, equity and effec- 
tiveness or doing it well, availing the care to all and delivering improved health — social 
justice in a time when it is an endangered species. 

This is no small feat and should 
never be taken for granted. 

What is the history of single- 
payer health insurance and why 
is Medicare Canada’s most trea- 
sured social program? The first 
mandatory health insurance was 
introduced in Germany (1883). 

Thereafter many western Eu- 
ropean countries followed suit. 

In Canada, Saskatchewan’s rural 
municipality of Sarnia created an 
early form of Medicare (1915) 
followed a year later by a mu- 
nicipal hospital act. In 1947 The 
Hospital Insurance Act (1947) 
came into being, again in Sas- 
katchewan, which all provinces 
followed by 1961. In 1962 Sas- 
katchewan introduced universal 
Medicare. In short, an idea spawned in Europe and taken up by Tommy Douglas set the 
stage for the passage of the Medical Care Act by the Canadian parliament in 1966. 

My own life intertwined with this history from the 1950s to the present in many ways. 
The first exposure was to life without Medicare when my father suffered a stroke leav- 
ing him at age 54 with a permanent severe neurological deficit. The stroke occurred at 
the peak of his career and he was never able to return to more than a small fraction 



WE MUST BE CLEAR 
ABOUT THE IMPLICATIONS 
0FTH0SEWH0SEEKT0 
COMMODIFY HEALTH 
CARE; IT IS A MATTER 
OF SOCIAL JUSTICE THAT 
CARE SHOULD ALWAYS 
BE BASED ON NEED AND 
NOT ABILITY TO PAY. 

Dr. Robert McMurtry is an orthopedic 
surgeon, a former dean of medicine 
and a medical advisor to the 
Romanow Commission 




54 




of his original activity, eventually succumbing to complications of the stroke. I well 
remember my mother, with our much-reduced economic status, struggling to find the 
money to pay the health care bills. Had he taken ill a few years later she would have 
been relieved of that burden. 

I remember, too, being a medical student of the wards of the old Toronto General 
Hospital and the many differences between “private” and “public” status. To emphasize 
that reality there was a Private Patients Pavilion — a whole wing of beds for the exclu- 
sive use of those who were “paying customers.” 

The impact of Medicare was dramatic. 

In my subsequent practice as an orthopaedic surgeon spanning over 40 years, I can 
state that there has never been an instance, in which a course of treatment or surgery 
agreed to by my patient and I that was ever thwarted by cost considerations. Sometimes 
criticized for failure to change, Canada’s health care system has seen advances in cancer, 
cardiac, trauma care among others. Many advances seen in recent decades were facili- 
tated by the single payer model of insurance that Medicare represents. 

Similarly, the complex “state of the art” medical and surgical treatment I received in 
2012 and 2014 was unconstrained by cost considerations. There is so much for which 
to be grateful in the legacy of Tommy Douglas. 

This gratitude is clearly shared by Canadians throughout our country, as I learned while 
being a medical advisor to Roy Romanow during the Royal Commission of 2001-2. The 
five conditions of insurance under the Canada Health Act (1986) have become iconic: 
universality, portability, public administration, comprehensiveness and accessibility. 

Public support, however, is not unconditional. Medicare needs to respond to evolving 
needs, should have much greater uptake on best practices, needs to focus on a host of 
proven upstream practices thereby promoting health and preventing disease. Indeed, 
the future of Medicare depends on an ability to change. 

To preserve Medicare is the responsibility of all. This includes ensuring our own health 
literacy and physical fitness. We must be clear about the implications of those who 
seek to commodify health care; it is a matter of social justice that care should always be 
based on need and not ability to pay. 

I am a very grateful Canadian and can only hope that collectively we have the wisdom 
to ensure the future of a program, which above all, supports Canadian values. 

Robert McMurtry is an expert advisor with EvidenceN etwork. ca and an orthopaedic surgeon , a for- 
mer dean of medicine , founding assistant deputy minister of health federally and a medical advisor to 
the Romanow Commission. He is also a member of the Order of Canada. 

(March 2014) 

A version of this commentary appeared in the Globe and Mail, the Vancouver Province and 
the Windsor Star. 
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Tlie failure to transform public health care spending is a missed opportunity 

Federal government pulls away from active role in health care spending 



r 



Livio Di Matteo 



Expenditures on public health care in Canada appear to be slowing raising the pos- 
sibility that the health care cost curve is finally being bent and the system transformed. 
Numbers from the Canadian Institute for Health Information show that real per capita 
public sector health spending peaked in 2010 at $2,687 (1997 constant dollars) and is 
forecast to reach $2,638 by the time the final numbers are tallied for 2013. 



Since 2010, real per capita public health spending in Canada has been dropping at about 
one per cent annually. This is remarkable given that the average annual growth rate in 
real per capita public health spending from 1997 to 2010 was nearly three per cent. 
What can explain this? 

Story Number One: The pre- 
scription of the Romanow 
Commission on health care that 
we should provide new money 
to the system to buy transforma- 
tive change has worked. We have 
invested in new technology and 
transformed health care delivery 
and expenditure growth has fi- 
nally been tamed. 

This story is too good to be 
true. As the review of the 2004 
Health Accord by the Standing 
Senate Committee on Social Af- 
fairs, Science and Technology 
concluded in 2012, the achieve- 
ments of the accord were 
mixed. The increased funding 
“had increased the provision of 

services, but had not resulted in reform of health care systems, including the much- 
needed integration of different health care sectors and the breaking down of silos.” In 
other words, it has been pretty much business as usual. 




Story Number Two: The moderation in health expenditures currently underway is tied 
to the economic slowdown of the 2009 recession and its effect on provincial budgets. 
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Indeed, the last time real per capita health spending underwent such a decline was in the 
1990s in the wake of the 1991 recession and the federal fiscal crisis, which also resulted 
in transfer cuts to the provinces. That provincial economic health is a factor is rein- 
forced by the fact that real per capita health expenditures for 2013 are still forecast to 
grow in more robust Alberta and Saskatchewan. Moreover, real per capita private sector 
health expenditure growth has also slowed down though it remains positive. 

If the health of the economy is the key factor, then this moderation in public health 
expenditure growth is transitory and health spending will resume its climb when the 
economy picks up steam. 

Story Number Three: Another possible explanation for this decline may be provincial 
adjustment to the end of the 2004 Health Accord and the imposition of a new Canada 
Health Transfer formula beginning in 2017. 

Starting in 2017, the growth of federal health transfers will be linked to the national rate 
of economic growth and inflation with a floor of three per cent. It could be that prov- 
inces are being forward-looking and implementing cost-control measures in advance of 
the day when federal transfer growth slows from the annual six per cent increases of 
the Health Accord. 

In fact, some combination of stories two and three makes the most sense — which 
means the cost curve in health care spending has not been bent yet. 

What does this mean? The economy will eventually recover and relax provincial health 
expenditure constraints, but federal health transfer growth will be reduced starting in 
2017. This means that the new transfer formula may yet be a factor in forcing provinces 
to deal with costs in their respective health care systems. 

Given population growth and inflation, federal transfers are effectively going to be fro- 
zen in real per capita terms after a decade of steady increase. The federal government is 
again providing an incentive for the provinces to bend the health care cost curve. How- 
ever, this time the provinces will face the challenge of implementing solutions without 
new money to “buy change” — the mantra of the post-Romanow Report era that saw 
the 2004 Health Accord enacted. 

For a long time now, public health care reform in Canada has been a story of missed 
opportunity. 

The current federal role in health care is disappointing yet understandable. A decade of 
annual six per cent health transfer increases has not bought the transformative change 
that was promised. A more active federal role in trying to foster change by tying new 
funding with the application of national health standards would inevitably be greeted by 
provincial cries of domineering federalism and unwarranted federal intrusion. As a re- 
sult, all that is left is the blunt instrument of reducing the growth in federal cash trans- 
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fers to provide an incentive to economize. 

When it comes to health care, Canada’s federal government enters the future with a role 
whereby the federal government will observe but not directly involve itself in provincial 
affairs. 

Livio Di Matteo is an expert advisor with EvidenceNetwork.ca and a professor of eco- 
nomics at Lakehead University. 

(April 2014) 

A version of this commentary appeared in the Globe and Mail \ the Huffington Post , and 
National Newswatch. 
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L’echec de la transformation des depenses en sante : une occasion manquee 

Le gouvernement federal se retire de son role actif dans le domaine des depenses en soins de sante 



c 



Livio Di Matteo 



) 



On observe done une reduction 
des depenses publiques reelles 
par habitant en sante au Canada 
depuis 2010, a raison d’environ 
un pour cent par annee. Cette 
baisse est d’autant plus remar- 
quable que le taux de croissance 
moyen des depenses publiques 
reelles par habitant en sante 
etait de 1997 a 2010 approxi- 
mativement de trois pour cent. 
Mais comment expliquer une 
telle diminution ? 




Le rythme des depenses dans le systeme de soins de sante public du Canada semble 
s’etre ralenti, ce qui laisse entrevoir la possibility, finalement, d’un inflechissement de la 
courbe des couts en sante et d’une transformation reussie du systeme. Les chiffres de 
Tlnstitut canadien d’information sur la sante indiquent en effet que les depenses reelles 
par habitant en sante dans le secteur public devraient, apres avoir atteint en 2010 un 
sommet s’elevant a 2 687 $ (en dollars constants de 1997), redescendre en 2013 a un 
montant prevu de 2 638 $, apres compilation des dernieres donnees. II est vrai que le 
Quebec s’inscrit a contre-courant de cette tendance, ses depenses reelles par habitant 
en sante ayant connu une legere augmentation, passant de 2 495 $ en 2010 a un mon- 
tant prevu de 2 520 $ en 2013, 
mais les depenses quebecoises 
demeurent neanmoins les plus 
basses des 10 provinces. 



Premiere explication possible 
: la proposition de la Commis- 
sion Romanow sur les soins de sante recommandant d’injecter de l’argent frais dans le 
systeme afin d’y operer un changement transformateur aurait fonctionne. Grace a des 
investissements dans de nouvelles technologies et a une transformation de la prestation 
des soins de sante, nous aurions enfin reussi a maitriser la croissance des depenses. 



Cette explication est trop belle pour etre vraie. Selon les conclusions du rapport d’exa- 
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men de l’Accord sur la sante de 2004 realise en 2012 par le Comite senatorial perma- 
nent des affaires sociales, des sciences et de la technologie, les realisations accomplies 
dans le cadre de cet accord sont mitigees. Le financement accru « a stimule la prestation 
des services, mais il n’a pas contribue a la reforme des regimes de sante, pas plus qu’a 
^integration fort necessaire des differents secteurs de la sante et au decloisonnement ». 
En d’autres termes, rien n’a veritablement change. 

Deuxieme explication possible : la baisse des depenses qu’on observe actuellement se- 
rait liee au ralentissement economique provoque par la recession de 2009 et aux reper- 
cussions de ce ralentissement sur les budgets provinciaux. 

De fait, la derniere fois que les depenses reelles par habitant en sante ont connu une 
telle decroissance remonte aux annees 1990 et s’inscrivait dans le sillage de la recession 
de 1991 ainsi que d’une crise budgetaire federale qui a mene a des compressions dans 
les transferts aux provinces. Que la sante financiere des provinces soit un facteur est 
d’autant plus probable que les depenses reelles par habitant en sante pour 2013 sont 
selon les previsions toujours en croissance en Alberta et en Saskatchewan, les provinces 
les plus robustes sur le plan economique. Qui plus est, la croissance des depenses reelles 
par habitant en sante dans le secteur prive a egalement connu un ralentissement, bien 
qu’elle soit demeuree positive. 

Si la sante de l’economie est un facteur determinant, la diminution des depenses pu- 
bliques en sante n’est alors que transitoire et celles-ci recommenceront a croitre des que 
l’economie reprendra. 

Troisieme explication possible : la baisse des depenses resulterait d’un ajustement pro- 
vincial motive par la fin de l’Accord sur la sante de 2004 et l’imposition d’une nouvelle 
formule du transfert canadien en matiere de sante qui entrera en vigueur en 2017. 

A partir de 2017, l’augmentation des transferts federaux en sante sera liee a la 
croissance de l’economie nationale ainsi qu’a l’inflation et presentera un taux 
plancher de trois pour cent. Le Quebec pourra ainsi s’attendre a voir ses transferts 
federaux en sante augmenter d’au moins trois pour cent par annee apres 2017, et 
peut-etre meme de plus si la croissance economique nationale se fait robuste. En 
2013, l’economie canadienne a connu une meilleure croissance que l’economie 
quebecoise. 

II est par consequent possible que les provinces, faisant preuve de clairvoyance, aient 
mis en oeuvre a l’avance des mesures de controle des couts afin de se preparer au jour 
ou la croissance annuelle des transferts federaux diminuera de son taux actuel de six 
pour cent prevu dans le cadre de l’Accord sur la sante de 2004. 

En fait, l’explication la plus plausible est probablement une combinaison de la deuxieme 
et de la troisieme, ce qui veut dire que la courbe des couts des soins de sante ne se serait 
pas encore veritablement inflechie. 
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Qu’est-ce que cela signifie ? L’economie reprendra un jour ou l’autre et les limitations 
imposees aux depenses provinciales en sante se relacheront, tandis que la croissance des 
transferts federaux en matiere se sante sera reduite a compter de 2017. Par consequent, 
la nouvelle formule de transfert pourrait avoir pour effet de forcer les provinces a assu- 
mer elles-memes les couts de leur systeme de soin de sante respectif. 

Compte tenu de Tinflation et de la croissance de la population, les transferts federaux 
connaitront dans les faits un gel en termes reels par habitant apres une decennie de 
croissance continue. 11 s’agit done d’une autre fa^on pour le gouvernement federal d’in- 
citer les provinces a inflechir la courbe des couts en soins de sante. 

Cependant, les provinces devront cette fois relever le defi d’appliquer de nouvelles solu- 
tions sans disposer de nouvelles liquidites pour « operer une transformation du systeme 
», ce leitmotiv qui s’etait impose apres le depot du rapport Romanow et pendant la pe- 
riode touchee par ^adoption de l’Accord sur la sante de 2004. 

Depuis longtemps maintenant, la reforme du systeme de soins de sante public au Cana- 
da est une occasion manquee. 

Le role actuel du gouvernement federal dans les soins de sante est decevant, quoique 
comprehensible. Une decennie d’augmentation des transferts en matiere de sante a rai- 
son de six pour cent par annee n’a pas mene au changement transformateur promis. Un 
role plus actif du gouvernement federal consistant a tenter de stimuler le changement 
en attachant tout nouveau financement a ^application de normes nationales en matiere 
de sante serait inevitablement accueilli avec protestation par les provinces, qui crieraient 
au federalisme autoritaire et a l’ingerence du gouvernement federal. Tout ce qui restera 
done n’est que la reduction de la croissance des transferts de fonds federaux, moyen un 
peu brutal d’inciter les provinces a economiser. 

Ainsi, en matiere de soins de sante, le gouvernement federal du Canada ne jouera plus 
dans l’avenir qu’un role d’observateur qui se gardera d’intervenir directement dans les 
affaires des provinces. 

Uvio Dj Matteo est expert-conseil a EvidenceN etwork. ca et professeur d’economie a I’Universite 
Eakehead. 

(avril 2014) 

Une version de ce commentaire est parue dans E’Aut’ Journal et Ee Huffington Post Quebec. 
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Why medical tourism is not the answer 

Medical tourism is not a ‘cash cow’ but a ‘many-headed Hydra’ 




So it looks like the “magic bullet” solution has been found at last to cure Canada’s 
health care woes: medical tourism. Last week, Toronto’s Sunnybrook hospital defended 
its position to court affluent medical patients from other countries who can afford to 
pay generously for out-of-pocket care in a Canadian hospital. It’s a revenue-generating 
solution for a cash-strapped system, we are told. A handful of other hospitals already 
engage in this practice, and many across the country are starting to sit up and take no- 
tice. Should we break out the champagne and celebrate? 

Not so fast. Medical tourism looks at first like a cash cow but it is more like a many- 
headed Hydra. 

Proposals by public hospitals 
to sell care to medical tourists 
to expand their revenue base 
are understandable given tough 
economic times. But experi- 
ence from other countries sug- 
gests that promises of revenue 
flow-back to the public system 
do not always eventuate. How 
will we know that profits made 
off the backs of wealthy (and/ 
or desperate) medical tourists 
from other countries are actu- 
ally reinvested with the needs 
of Canadian patients in mind 

— as opposed to, for example, 
higher payments for the sur- 
geons providing the care? 

And even if there is some rein- 
vestment back that measurably benefits public patients, this has to be traded off against 
the fact that beds for medical tourists are clearly beds that could be used — right now 

— by Canadians. If these beds are going spare when people are currently lined up in 
crowded emergency rooms from coast to coast, then something is clearly amiss. More- 
over, basic market principles dictate that the higher prices that can be charged to pri- 



MEDICAL TOURISM 
LOOKS AT FIRST 
LIKE A CASH COW, 
BUT IT IS MORE LIKE 
A MANY-HEADED 
HYDRA. 



Dr. Colleen Flood, 
Professor in the Faculty of Law, 
the School of Public Policy 
Si Governance, 
University of Toronto 
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vately paying medical tourists will divert at least some physicians from treating public 
patients. If the private sector pays more, and medical tourism is lucrative, then it strains 
credibility to suggest that doctors will not be further tempted into that sector. 

If medical tourism is the solution, we’d best ask first, what’s the problem? Many Cana- 
dians might suggest wait times. This is a legitimate concern. Too many of us wait too 
long for the care we need and deserve. Across the country there are calls (and court 
cases being brought) to privatize as a solution to remedy wait times. But it is a solution 
only for those who can afford to pay. We know from initiatives in other countries and 
from the example of cardiac care in Ontario, and with orthopaedic surgery in Alberta, 
that we can fix wait times for all Canadians within the public system. And it doesn’t 
mean we need to spend more. 

More cash in the health care system is not necessarily what we need. From a global 
perspective, we put an awful lot of public money in — but those who spend it on our 
behalf are not getting value for our money. In other words, we are paying too much for 
drugs that frequently don’t do very much, too much to some providers and not enough 
for others, and we are not rationally allocating our resources to achieve a bigger bang 
for our health care buck. 

With respect to wait times, research tells us that we won’t solve this problem with more 
private dollars but we can solve this problem by having all patients referred for surgery 
into a central triaged system. This will ensure that a patient is sent to the first available 
specialist and not the one that his or her family doctor happens to have on speed dial, 
and that the system (and not a doctor’s secretary) is responsible for making sure care is 
secured in a timely way for each and every patient. 

Why, when we have proven solutions that could be used to reduce wait times, are the 
people who run our system not focused on implementing solutions? Canadians have 
been acclimatized to an increasing level of mediocrity in Medicare and cowed from de- 
manding more by the constant refrain of how much health care costs. We should not 
be so reticent in demanding more from those who run our health care system. 

In the final analysis, if government, hospitals and physicians can promise excellent and 
timely care to tourists from other countries there is no reason why the same promise 
can’t be made to all Canadians — and we should demand it of them. 

Colleen Flood is an expert advisor with EvidenceNetwork.ca and a professor in the Vacuity of Eaw, 
the School of Public Policy & Governance , and the Institute of Health Services Management & 
Evaluation University of Toronto. 

(April 2014) 

A version of this commentary appeared in the Globe and Mail, the Huffington Post and 
Ottawa Eife. 
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Plutot qu’une vache a lait, une hydre a plusieurs tetes 

Pourquoi le tourisme medical n’est pas une solution 



r 



Colleen Flood 



Ainsi done, on aurait trouve la solution miracle aux maux qui affectent le systeme de 
sante au Canada : le tourisme medical. La semaine derniere, l’hopital Sunnybrook de 
Toronto a du defendre sa decision de courtiser les patients de l’etranger capables de se 
payer a prix fort des soins prodigues dans un etablissement canadien. Certains affirment 
que ce serait la une fa^on d’engranger des revenus dans un systeme a court d’argent. 
Une poignee d’autres hopitaux ont emboite le pas et de nombreux autres lorgnent cette 
solution. Le temps serait-il venu de sabrer le champagne et de celebrer ? 




Pas si vite. Si le tourisme medical peut sembler une vache a lait a premiere vue, il s’ap- 
parente davantage, lorsqu’on y 



regarde de plus pres, a une hydre 
a plusieurs tetes. 

En cette conjoncture difficile, on 
peut comprendre le projet des 
hopitaux de proposer des soins 
de sante a des touristes medi- 
caux dans le but d’elargir leur 
assiette de revenus. Toutefois, 
l’experience d’autres pays nous 
enseigne que l’espoir d’un afflux 
de recettes ne finit pas toujours 
par se materialises Comment 
savoir si les profits engendres 
sur le dos des touristes medi- 
caux bien nantis (ou desesperes) 
seront bel et bien reinvestis en 
tenant compte des besoins des 
patients canadiens ? Comment 
savoir s’ils ne serviront pas a 

payer, par exemple, des honoraires plus eleves aux chirurgiens qui auront prodigue les 
soins? 



PLUTOT QU'UNE 
VACHE A LAIT, LE 
TOURISME MEDICAL 
EST UNE HYDRE A 
PLUSIEURS TETES. 

Colleen Flood, Ph.D. f 
professeure a la faculte de droit, 
School of Public Policy fit Governance, 
Universite de Toronto 



Meme s’il y avait reinvestissement et que celui-ci profitait effectivement aux patients 
dans le systeme public, il n’en demeure pas moins que les fits occupes aujourd’hui meme 
par des touristes medicaux pourraient l’etre par des Canadiens. Et si l’on parvient a libe- 
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rer des lits alors que d’un ocean a l’autre, des gens s’entassent dans des salles d’urgence 
bondees, il faut conclure que quelque chose ne tourne pas rond. Par ailleurs, la facture 
salee qui sera presentee aux touristes medicaux aura pour effet, selon les regies du mar- 
che, de detourner de la prestation publique des soins quelques medecins au moins. Si le 
prive verse de meilleurs honoraires et que le tourisme medical s’avere lucratif, difficile 
de croire que certains ne seront pas alleches par les perspectives qu’offre ce secteur. 

Si le tourisme medical constitue la solution, il faudrait commencer par se demander : 
quel est le probleme qu’on tente de regler ? Un grand nombre de Canadiens vous re- 
pondront : les temps d’attente. Il s’agit en effet d’une preoccupation legitime. Trop de 
gens attendent trop longtemps pour obtenir les soins necessaires auxquels ils ont droit. 
D’un bout a l’autre du pays, certains appellent a la privatisation comme solution au pro- 
bleme des delais (et vont meme jusqu’a porter leur cause devant les tribunaux). Or cette 
voie n’aidera que les personnes qui ont les moyens de payer. Des projets entrepris dans 
d’autres pays ont demontre, tout comme l’exemple des soins cardiaques en Ontario et 
celui des chirurgies orthopediques en Alberta, qu’il est possible de regler le probleme 
des temps d’attente pour l’ensemble de la population au sein meme du systeme public. 
Et cela, sans avoir a depenser un sou de plus. 

Injecter de nouveaux fonds dans le systeme de sante n’est pas necessairement la voie 
a privilegier. Nous y investissons deja une somme considerable, mais ceux qui la de- 
pensent en notre nom ne le font pas de fa^on optimale. En d’autres termes, nous 
payons trop cher des medicaments qui souvent ne sont pas d’une grande utilite ; cer- 
tains prestataires de soins gagnent trop et d’autres pas assez; et nous n’affectons pas nos 
ressources de maniere rationnelle, pour faire en sorte d’obtenir un meilleur rendement 
de notre investissement. 

En ce qui concerne les temps d’attente, la recherche demontre qu’augmenter les fonds 
de source privee ne reglera rien, mais qu’un systeme de triage centralise pourrait re- 
soudre le probleme. Grace a celui-ci, tous les patients qui attendent une chirurgie 
seraient aiguilles vers le premier specialiste disponible, plutot que vers celui dont le me- 
decin de famille connait le numero de telephone par cceur. L’acces aux soins en temps 
opportun deviendrait ainsi la responsabilite du systeme de sante dans son entier, plutot 
que de la secretaire du medecin. 

Pourquoi les gestionnaires de la sante tardent-ils autant a mettre en oeuvre des solu- 
tions qui pourtant ont fait leurs preuves ? Les Canadiens se sont habitues, en matiere 
de soins, a un degre de mediocrite grandissant. Ils n’osent pas reclamer davantage, car 
on leur ressert toujours le sempiternel refrain des couts eleves de la sante. Nous ne de- 
vrions pas hesiter a nous montrer plus exigeants envers ceux et celles qui administrent 
notre systeme de sante. En derniere analyse, si les gouvernements, les hopitaux et les 
medecins sont prets a faire miroiter a des touristes medicaux d’excellents soins prodi- 
gues en temps opportun, rien ne les empecherait de promettre la meme chose aux ci- 
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toyennes et citoyens de ce pays — et nous devrions exiger qu’ils le fassent. 

Colleen Flood est experte-conseil aupres dEvidenceN etwork. ca. Elle est professeure a la faculte de 
droit de I’Universite de Toronto , ainsi qu’a la School of Public Policy & Governance et a ^Institute 
of Health Services Management & Evaluation. 

Consulted une affiche basee sur Tarticle 

(avril 2014) 

Une version de ce commentaire est parue dans Le Huffington Post Quebec et Le Soleil. 
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Thousands of lives could be saved every year by improving our 

health care system 

Not all health regions should receive equal funding 



r 



Michel Grignon 



When a health care system cannot make the best use of resources at its disposal, con- 
sequences can be dire, and such is the case with the Canadian health system. A recent 
study from the Canadian Institute for Health Information (CIHI) found that between 
12,600 and 24,500 deaths could be prevented each year in Canada if our health system 
were perfectly efficient. This is, without spending a penny more than what we spend 
now, without increasing the contributions made by Canadians to their provincial public 
health care systems, we could be saving thousands of lives. 



To reach that conclusion, ex- 
penditures on various types of 
health care services, including 
hospital care, physician and 
nurse services, prescription 
drugs, and nursing homes were 
measured. Also measured were 
the number of premature deaths 
across 84 small regions in Cana- 
da — deaths taking place before 
the age of 80 and due to causes 
that are treatable, such as diabe- 
tes, pneumonia and asthma (but 
not lung cancer). The study then 
compared how different regions 
spend their health care dollars 
and found that the average re- 
gion could improve what it does 
by between 18 and 35 per cent 
— and save lives in the process. 
Who said health policy was boring? 
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Cl WHEN A HEALTH CARE 
SYSTEM CANNOT MAKE THE 
BEST USE OF RESOURCES 
AT ITS DISPOSAL, 
CONSEQUENCES CAN 
BE DIRE, AND SUCH 
IS THE CASE WITH 
THE CANADIAN 
HEALTH SYSTEM. 



I Michel Grignon, Associate Professor, 
Departments of Economics and Health, 
Aging & Society, McMaster University 
and Director of the Centre for Health 
Economics and Pol icy Ana lysis 







The study also detailed the drivers of inefficiency, and they might be a surprise to many. 
Contrary to what is typically assumed, efficiency is not only based on how hard and 
how smart the people involved in a system work — hospital and institution managers, 
doctors, nurses and regional health authorities — but also may be linked to factors be- 
yond their control. 
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Of course, a region that works hard at monitoring stays in hospitals to make sure 
they are not unduly prolonged, while maintaining quality so that re-admissions after 
discharge are not too frequent, will be able to prevent more premature deaths for the 
same level of expenses. Similarly, a region that controls the proportion of specialists 
among its physician workforce (thus making sure patients can access family doctors) 
will prevent more deaths. And a region that makes sure individuals at the bottom of the 
income distribution get access to their family doctors will also save more lives for the 
same amount of dollars spent. 

However, regions also operate within constraints they can only partially control. For 
instance, a higher rate of smokers or physically inactive individuals in the population of 
a region will eat up more resources with poorer outcomes, including premature deaths. 
For example, when more individuals smoke, it costs more to prevent deaths due to 
asthma; similarly, it costs more to prevent deaths due to diabetes when more people are 
obese. 

Another significant factor that affects health outcomes, and which health authorities 
cannot control, is income. Health regions in which the population has higher income 
on average are less efficient than those in which the population has lower income. This 
could be because regions with wealthier populations are using their resources in ways 
that are not reducing premature deaths, but may be achieving other goals, such as faster 
access to advanced technologies or hip replacement procedures. Similarly, regions with 
higher proportions of immigrants, non-aboriginal individuals or individuals with higher 
education manage to save more lives with the same level of expenditures, because these 
populations have lower mortality rates than the rest of Canadians, on average. 

What can we do with such findings? First, we need to learn from the best health regions 
across the country how to monitor hospital stays (length and quality), guarantee access 
to family doctors for the poor, and make sure family physicians make up a reasonable 
proportion of the physician workforce. Secondly, we need to invest in public health 
— not necessarily spending more — finding ways to curb smoking rates, obesity rates 
and to encourage physical activity. 

Finally — and perhaps, most importantly — we need to rethink the way we allocate re- 
sources to regions in Canada. Not all regions require similar resources for the health of 
their populations. Regions who attract fewer immigrants, have more aboriginals in their 
population, and fewer individuals with higher education should receive more funding 
per capita because it costs more than in other regions to achieve similar levels of health 
gains. Conversely, regions with more immigrants, fewer aboriginals and more highly 
educated individuals don’t need the same health care dollars to get the same results. 

Equality and equity are not the same thing where health is concerned. It’s time we 
spread the health dollars where they are needed most. 
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Michel Grignon is an expert advisor with EvidenceN etwork. ca, an associate professor with the depart- 
ments of Economics and Health, Aging <& Society atMcMaster University and director of the Cen- 
tre for Health Economics and Policy Analysis ( CHEPA ). He contributed to the research published by 
CIHI . 

(April 2014) 

A version of this commentary appeared in the Globe and Mail, the Huffington Post and the 
New Brunswick Telegraph Journal. 
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Ameliorer notre systeme de soins de sante permettrait de sauver 
des milliers de vies chaque annee 

Toutes les regions socio-sanitaires ne devraient pas recevoir un financement egal 



Michel Grignon 



Lorsqu’un systeme de soins de sante ne peut pas exploiter les ressources a sa disposi- 
tion de fa^on optimale, les consequences peuvent etre desastreuses, et c’est exactement 
ce qui se produit dans le systeme de sante canadien. Une etude recente de l’lnstitut 
canadien d’information sur la sante (ICIS) a demontre qu’entre 12 600 et 24 500 morts 
pourraient etre evitees au Canada si notre systeme de sante fonctionnait de fa^on par- 
faitement efficace. Cela signifie que nous pourrions sauver des milliers de vies sans 
debourser un sou de plus que ce que nous depensons deja ni augmenter la contribution 
des Canadiens a leur systeme de 
soins de sante provincial. 

Pour en arriver a cette conclu- 
sion, les auteurs de l’etude ont 
mesure les differents types de 
services de soins de sante, y 
compris les soins hospitaliers, 
les soins infirmiers et des mede- 
cins, les services de prescription 
de medicaments et les services 
des maisons de soins infirmiers. 

Ils ont egalement mesure le 
nombre des personnes mortes 
prematurement dans 84 petites 
regions du Canada, c’est-a-dire 
les personnes decedees avant 
Tage de 80 ans en raison de 
problemes de sante pouvant 
etre traites, comme le diabete, la 
pneumonie et l’asthme (a l ? ex- 
clusion cependant du cancer du poumon). L’etude a ensuite compare comment Targent 
consacre a la sante est depense dans les differentes regions, ce qui a permis de constater 
qu’il serait possible pour une region moyenne d’ameliorer ses fa^ons de faire de 18 pour 
cent a 35 pour cent et, par le fait meme, de sauver des vies en cours de processus. Qui a 
dit que les politiques en sante etaient ennuyeuses ? 

L’etude expose egalement dans le detail les differents facteurs d’inefficacite, qui pour- 
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raient en surprendre plusieurs. Contrairement a ce qu’on croit habituellement, Fefficaci- 
te du systeme ne repose pas que sur les efforts acharnes et les decisions perspicaces des 
gens qui y participent (les gestionnaires d’hopitaux et d’etablissement, les medecins, les 
infirmieres et infirmiers, les regies regionales de la sante), elle repose egalement sur des 
facteurs qui sont hors de leur controle. 

Sans aucun doute, une region qui s’efforce de surveiller les sejours hospitaliers afin 
qu’ils ne soient pas inutilement prolonges tout en maintenant la qualite des soins pour 
que le nombre de readmissions apres un conge ne soit pas trop frequent reussira a 
eviter plus de morts prematurees pour un meme niveau de depenses. De la meme fa- 
^on, une region qui exerce un controle sur la proportion de specialistes au sein de son 
effectif de medecins (afin d’assurer aux patients un acces a un medecin de famille) pre- 
viendra egalement un plus grand nombre de deces, tout comme une region qui veille a 
ce que les personnes au bas de l’echelle des revenus aient acces a un medecin de famille 
arrivera, elle aussi, a sauver plus de vies pour une meme quantite de dollars depenses. 

Cependant, les regions sont soumises a des contraintes qu’elles ne peuvent controler 
que partiellement. Notamment, un taux plus eleve de tabagisme ou d’inactivite physique 
dans une region necessitera davantage de ressources pour des resultats moindres, et oc- 
casionnera un plus grand nombre de morts prematurees. Par exemple, quand le nombre 
de fumeurs est plus eleve, les couts visant a prevenir les deces causes par l’asthme sont 
aussi plus eleves, de la meme fa^on que les depenses destinees a eviter les deces lies au 
diabete sont plus grandes lorsque le nombre de personnes souffrant d’obesite est plus 
important. 

Le revenu est aussi un facteur important qui influence les resultats en sante et sur lequel 
les regies regionales de la sante ne peuvent exercer aucun controle. Les regions socio-sa- 
nitaires au sein desquelles le revenu moyen est plus eleve sont moins efficaces que celles 
dont le revenu moyen est plus bas. La raison de cette difference reside possiblement 
dans le fait que les regions aux populations plus aisees utilisent les ressources a leur dis- 
position non pas de maniere a reduire le nombre des morts prematurees, mais plutot de 
maniere a atteindre d’autres objectifs, comme un acces plus rapide a des technologies de 
pointe ou a des arthroplasties de la hanche. Dans le meme ordre d’idees, les regions qui 
presentent une proportion plus elevee d’immigrants, de personnes non autochtones ou 
de personnes tres scolarisees reussissent a sauver plus de vies pour un meme niveau de 
depenses, car ces populations presentent en moyenne un taux de mortalite plus bas que 
celui du reste des Canadiens. 

Que faire face a de telles constatations? Premierement, nous devons apprendre des re- 
gions les plus efficaces du pays comment surveiller les sejours hospitaliers (leur duree et 
leur qualite), comment garantir l’acces a un medecin de famille aux plus pauvres et com- 
ment faire en sorte que les medecins de famille represented une proportion raisonnable 
de l’ensemble des medecins. Deuxiemement, nous devons chercher des mesures de san- 
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te publique qui permettront, sans necessairement accroitre les depenses, de reduire les 
taux de tabagisme et d’obesite, et qui encourageront l’activite physique. 

Finalement, et peut-etre par-dessus tout, nous devons repenser notre fa^on de repar- 
tir les ressources entre les differentes regions socio-sanitaires du Canada. Toutes les 
regions ne requierent pas le meme niveau de ressources pour garantir la sante de leur 
population. Les regions qui accueillent moins d’immigrants, qui ont une population 
autochtone plus importante et une moindre proportion de personnes tres scolarisees 
devraient recevoir plus de fonds par habitant, car elles doivent depenser plus que les 
autres pour obtenir les memes gains en matiere de sante. Inversement, les regions qui 
comptent plus d’immigrants, moins d’Autochtones et plus de personnes ayant une sco- 
larisation superieure n’ont pas besoin du meme niveau de financement en sante pour 
obtenir les memes resultats. 

En matiere de sante, egalite et equite ne sont pas des termes synonymes. II est grand 
temps de repartir les fonds consacres a la sante de maniere a ce qu’ils aillent la ou ils 
sont le plus necessaires. 

Michel Grimon est expert-conseil a EvidenceN etwork. ca et professeur agrege aux departements d’Eco- 
nomie et de Sante, Vieillissement et Societe de PUniversite McMaster. II est egalement directeur du 
Centre for Health Economics and Policy Analysis ( CHEPA ) et a contribue a la redaction de P etude 
publiee par PICIS . 

(avril 2014) 

Une version de ce commentaire est parue dans EAutJournal et Ee Huffington Post Quebec. 
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B.C. fails to improve primary health care after more than a $1 billion investment 

Increased doctor incentives do not improve access to care 



r 



Ruth Lavergne and Kim McGrail 



Since 2006, British Columbia has spent more than $1 billion to improve primary health 
care. So have B.C. patients benefited from such a massive investment? Sadly, it appears 
not. 



Primary care — access to doctors and nurses for general health concerns — forms the 
backbone of our health care system. Good primary care means we can quickly and eas- 
ily access services and get referrals to more specialized services when needed. We also 
rely on primary care providers to maintain a patient record, monitor chronic conditions, 
such as diabetes or high blood pressure, help prevent disease and coordinate care with 
specialists or in hospitals. 



Difficulty finding a doctor or 
getting a timely appointment 
means patients very reasonably 
turn to walk-in clinics or the 
emergency room. However, a 
lack of follow-up and coordina- 
tion can mean new problems 
aren’t caught early, and ongoing 
conditions aren’t well managed. 
This is bad for patients, and 
costly for the health system. 




A GROWING BODY 
OF RESEARCH 
SUGGESTS 
INCENTIVE 
PAYMENTS TO 
DOCTORS ARE 
NOT A RELIABLE 
WAY TO IMPROVE 



THE QUALITY OF 
HEALTH CARE. 



Other provinces have recog- 
nized this problem, and changed 
how primary care is organized, 
introducing group practices and 
inter-professional teams (includ- 
ing physicians, but also nurses, 
pharmacists, social workers, 
and dietitians). They have also 

worked on building stronger systems for coordinating care, and new models of paying 
health care providers intended to encourage quality rather than volume. 



Ruth Lavergne, Doctoral Candidate in the School of 
Population and Public Health, University of British 
Columbia (UBC) and Kim McGrail, Associate Professor 
at the Centre for Health Services and Policy Research 
and the School of Population and Public Health, UBC 



B.C., on the other hand, has focused on trying to change the behaviour of individual 
family doctors. How? Largely through a sizable carrot: incentive payments totaling more 
than $700 million of the $1 billion spent. 
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Dozens of new fee codes have been introduced since 2003, so that family doctors now 
receive additional payments for the management of patients with chronic diseases, pro- 
viding mental health care, maternity care, palliative care and health risk assessments, and 
communicating with other care providers about patients. The new payments are on top 
of the regular fees paid to doctors for patient visits. 

The aim is to encourage family doctors to return to a traditional model of “full-service 
family practice,” where patients are connected to a single doctor who meets all of their 
primary care needs. This means relying on fee-for-service payments and not building 
inter-professional teams. There are clinics in the province where such teams exist and 
physicians work on salary, but these are exceptions, not the norm; Recent B.C. reforms 
did nothing to encourage their development. 

The General Practice Services Committee estimates that incentive payments in B.C. 
have increased the annual incomes of participating doctors by $32,000. So it is clear 
that doctors 5 earnings have increased sizably, but what is less clear is whether patients 
are receiving higher quality care as a result. 

Our study on the care provided by B.C. family doctors, published in Healthcare Polio)/, 
does not provide encouraging results. We used 20 years of data to look at services pro- 
vided by family doctors in B.C. We found that the number of patients who receive a 
majority of their services from one doctor continues to fall, which implies that patients 
are seeing more individual physicians each year. 

Access to care after hours, and in settings other than the office (home, hospital, and 
long-term care), declined in the period leading up to investments, and then continued to 
fall at the same rate after. In 1991, 96 per cent of family physicians saw patients outside 
of office hours. This fell to 79 per cent by 2001, and after investing in reform, reached 
59 per cent in 2010. In 1991, 92 per cent of B.C. doctors saw patients at home, falling 
to 76 per cent in 2001. In 2010, only 55 per cent made a home visit. 

In other words, patients do not appear to have improved access to their primary care 
physician, and their care continues to be fractured, handled across a range of individu- 
als and settings. 

An Auditor General report released in February 2014 concluded the B.C. government 
could not demonstrate that physician services are high quality or that compensation for 
those services offers the best value for taxpayers. Family doctors are highly skilled and 
deserve to be fairly compensated, and pay disparities with other specialist physicians 
need to be addressed. However, a growing body of research, in addition to our study, 
suggests that incentive payments are not a reliable way to improve quality of care. 

Research also tells us that the majority of newly practicing physicians in B.C. would 
prefer alternatives to the traditional fee-for-service system. Perhaps the time is ripe for 
change. 
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Ruth Ravergne is a doctoral candidate in the School of Population and Public Health at UBC. Kim 
McGrail is an associate professor at the Centre for Health Services and Policy Research and the School 
of Population and Public Health at UBQ and an expert advisor with EvidenceNetwork.ca. 

(June 2014) 

A version of this commentary appeared in the Globe and Mail, \ the Huffington Post and 
Ottawa Rife. 
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Report card on wait times in Canada omits important developments 



c 



Don Dick and Linda Woodhouse 



D 



Canadians might have been inclined to take a sedative for an anxiety attack after reading 
about the Wait Time Alliance’s 2014 report card on waits for medical care in Canada. 
The WTA gives Canada a failing grade on the structural changes it says are needed to 
have the timely access seen in other countries. 

But the report card is as notable for its omissions as it is for its findings. 




Had the WTA looked more closely at developments in Alberta, for example, it would 
have found a province where efforts to improve access and other areas of quality are 
being led by the people with the 
most influence — the doctors, 
nurses, administrators and oth- 
ers on the front lines. It would 
have found a province where 
comprehensive data is being col- 
lected and analyzed to measure 
performance and target lagging 
areas. It would have seen that 
evidence-based benchmarks are 
being applied in crucial areas of 
service. It would have seen the 
integrated models of care that 
are being designed and imple- 
mented. 

These are, in fact, some of the 
very measures the WTA calls for 
in its report card — already well 
established in Alberta. 



Much of this progress has been 

concentrated in the area of orthopaedics, a fast growing area of concern as the popula- 
tion ages and lives longer. Hip and knee replacement, one of the five national areas of 
priority for reducing wait times, is a big part of this work. 



In the orthopaedic wards of hospitals, teams have since 2010 been using report cards 
to measure how they are doing in relation to benchmarks. They set targets for wait time, 
length of stay in hospital, pain reduction, getting patients on their feet after surgery, and 
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many other indicators. When targets are reached, more ambitious ones are set. These 
teams are driving change in the most effective direction — from the bottom up. 

Also across the province, data are being collected from hip and knee replacement sur- 
geons and analyzed by Alberta Bone and Joint Health Institute. Each surgeon gets a 
personalized, confidential report twice yearly on results in 1 7 key indicators. For exam- 
ple, they see their patients 5 wait times for consultation and surgery, their improvement 
in joint function, and how many had to be readmitted to hospital because of complica- 
tions. These data, de-identified to protect patient privacy, are aggregated to produce a 
report for each of five health zones in Alberta. 

Reducing length of stay in hospital for hip and knee patients has been a key part of 
Alberta’s program to cut wait times. Patients who occupy beds longer than necessary 
block others who are waiting for surgery. Analysis of data showed that many patients 
were staying in hospital because they hadn’t arranged for help with recovery at home. 
Renewed effort to ensure patients make the necessary support arrangements has seen 
hospital stay drop below the four-day benchmark. 

Centralized intake for hip and knee patients has for several years been standard practice 
across Alberta with the result that patients are being referred and managed much more 
efficiently. Central intake clinics routinely offer patients the option to move from the 
surgeons with the longest wait lists to those with the shortest. 

Data on wait times — for consultation and for surgery — have become much more 
reliable in Alberta thanks to standardization and rules that have eliminated guesswork 
and confusion. Wait time data has become sophisticated enough that Alberta now can 
distinguish the additional wait caused by patient postponement of surgery. Early results 
indicate that patient postponements for personal reasons such as travel or work account 
for as much as 15 per cent of the “system” wait time the public sees. 

Results of these measures are impressive. Since 2004 when the first ministers set wait 
time reduction targets in hip and knee replacement and four other priority areas, Al- 
berta has increased the number of hip and knee surgeries by 73 per cent with only a 
five per cent rise in hospital bed use. The program to reduce hospital stay saved 33,000 
bed-days from 2010 to 2013 — a value of $33 million. The typical (median) wait has 
dropped to 15 weeks for consultation with a surgeon and 18 weeks for surgery in Al- 
berta. 

Similar work is starting in rheumatoid arthritis, knee injury and osteoporosis. 

Alberta is building a culture of continuous improvement in health care. This culture is 
founded on more and better data, innovative thinking, an extraordinary effort to share 
information, and unprecedented action on the front lines. Wait time reports cards need 
to examine performance at this level and Canadians should have this kind of informa- 
tion to grade their health system. 
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Dr. Don Dick is an Edmonton orthopaedic surgeon and senior medical director of the Alberta Bone 
and Joint Health Strategic Clinical Network (BJHSCN). Dr. Einda Woodhouse holds the David 
Magee Endowed Chair in Musculoskeletal Clinical Research and is scientific director of the BJH- 
SCN. 

(June 2014) 

A version of this commentary appeared in the Globe and Mail \ the Medical Post and the 
Moncton Times and Transcript. 
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Why can’t we fix health care? Blame self-interest 

Self-interest has led to meagre health reform for four decades 



r 



Harvey Lazar 



Almost continuously since the second half of the 1990s, Canadians have pointed to 
health care as their largest national concern and the issue that should receive the great- 
est attention from Canada’s leaders. Polls taken over the last decade or so have found 
that health care is typically the highest priority among voters. It is also the policy area 
in which governments often score most poorly. This sentiment has become so com- 
monplace across the political spectrum of voters that we take it for granted that it was 
always so. 

Yet, in the 1980s, worries about health care barely registered in public opinion data. In 
fact, up to that point and since 
the introduction of countrywide 
hospital insurance in the 1950s, 

Canadians had been smitten by 
their universal, publicly financed 
hospital and medical services. 

So what’s changed? 

It’s not a lack of money. Health 
spending continues to be a 
spending priority. 

And it’s not the performance of 
individual health care provid- 
ers, especially when there is an 
urgent and acute need. Canadi- 
ans are generally satisfied with 
quality and the timeliness of the 
care they receive in critical situ- 
ations. 

But on other health-related 
matters, the reviews are less 
impressive. The slow response to the growing need for chronic care has been apparent 
for some time despite its predictability. The Commonwealth Fund International Health 
Policy Survey (2010) found that of 11 OECD countries surveyed, Canada fared worst 
or second worst on several access-related matters, including accessing health care in the 
evenings and on weekends. Wait times were the worst for appointments with medical 
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specialists and for certain kinds of diagnostic tests. On access to prescription drugs, we 
scored second worst. 

This is a stingingly familiar list of concerns — documented in the 2002 Romanow and 
Kirby Reports and, before them, in the reports of the many task forces, advisory com- 
mittees and commissions — appointed by both left- and right-leaning governments. 
Here we are, decades later, and these issues have still not been adequately addressed. 

Why is it so hard to reform health care policy in Canada? This is the question my col- 
leagues and I posed in an examination of 30 health reform case studies (published in 
Paradigm Freeze, McGill-Queen’s University Press). The answers we found are not heart- 
ening. 

Our study indicates that, by and large, self-interest among vested parties has led to 
mostly meagre health reform across the country. Specifically, provincial medical associa- 
tions have been able to protect physician interests, in some cases, by keeping the health 
reform window shut. In others, by persuading governments to advance their goals 
through incentives rather than through regulation. 

This is a legacy from the foundations of Medicare. When provinces first enacted Medi- 
care, they adopted a fee-for-service method of compensating physicians that seemed to 
make sense at the time. However, the logic of fee-for-service led, over time, to a close 
and growing relationship between provincial health ministries and provincial medical 
associations. This influence continues today in the complex and opaque “master agree- 
ments” between provincial health ministries and provincial medical associations that are 
rarely subject to public discourse. 

The end result is that provincial medical associations have veto or near- veto powers in 
respect of the many policy related issues that affect physician compensation. 

Nurses and unionized hospital workers, on the other hand, have been part of the great 
Canadian coalition that has successfully protected Medicare at all costs. This has af- 
forded them a substantial political voice in safeguarding the not-for-profit hospital 
sector against proposals to encourage competition from privately-owned hospital cor- 
porations. But along with left-leaning civil society groups, and support from the general 
public, this has had the effect of halting discussion of any possible real reform outside 
the current model. 

There were a few exceptions to these broad findings. In cases of newly elected first- 
time governments, there were some instances of significant reforms but these were 
largely within the existing Medicare framework. 

It appears that supporters of Medicare fear that once the Medicare genie is out of the 
bottle, all bets are off. The fear of going backward has created a fear of debating the 
future — and may be part of what has prevented us from moving forward. 
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In a nutshell: Provincial medical associations, other health care provider bodies, the 
labour movement, and the general public all prefer the arrangements that we created a 
half-century ago than to undertake reforms with an uncertain outcome. 

What does that mean for health reform going forward? 

It means that the chances of reform on a very large scale — the proverbial big bang 
— are slim at best. It took the Great Depression and the Second World War to create 
the political climate in Canada that enabled a new innovative postwar social contract 
among Canadians in the form of Medicare. Without some sort of insurmountable 
disruptive force, either a major shift in medical science or technology or a catastrophic 
economic or political crisis, fundamental health policy reform in Canada in the future 
remains unlikely. 

Harvey Ha^ar is adjunct professor at the School of Public Administration, University of Victoria. 
His co-edited book, Paradigm Freeze: Why it is so Hard to Reform healthcare Policy in Canada was 
published by McGill-Queen’s University Press. He is an advisor with EvidenceNetwork.ca. 

(June 2014) 

A version of this commentary appeared in iPolitics.ca, the Georgia Straight and the Mi- 
ramichi Header. 
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Pourquoi est-ce si difficile d’ameliorer notre systeme de sante ? 

Les interets particuliers n’ont perm is au cours des quarante dernieres annees qu’une re- 
forme superficielle du systeme de sante 



c 



Harvey Lazar 



D 



Pourtant, dans les annees 1980, 
les inquietudes concernant les 
soins de sante etaient a peine 
perceptibles dans les donnees 
sur Topinion publique. En fait, 
jusqu’a cette periode et depuis 
l’instauration a l’echelle du pays 
d’une assurance-hospitalisation 
dans les annees 1950, les Ca- 
nadiens etaient enthousiastes a 
l’egard de leur systeme public 
et universel de soins medicaux 
et hospitaliers. Mais que s’est- 
il passe pour que la situation 
change a ce point? 




De fa^on presque continue depuis la seconde moitie des annees 1990, le systeme de 
sante est la principale source de preoccupation des Canadiens a Pechelle nationale et 
constitue selon eux l’enjeu qui devrait recevoir le plus d’attention de la part des diri- 
geants du Canada. Les sondages menes au cours de la derniere decennie ou a peu pres 
indiquent qu’en regie generale les soins de sante sont au sommet de la liste des priorites 
des electeurs, et qu’il s’agit du secteur de depenses dans lequel les gouvernements ont 
le plus de difficulte a satisfaire la population. Le sentiment d’inquietude qu’inspire le 
systeme de sante est devenu un lieu commun si repandu chez les electeurs d’un bout 
a l’autre du spectre politique 
qu’on pourrait croire qu’il en a 
toujours ete ainsi. 



Ce n’est pas une question de 

manque de financement, puisque les soins de sante sont toujours une priorite en ma- 
tiere de depenses. 



Ce n’est pas non plus le rendement des fournisseurs de soins de sante pris isolement qui 
est en cause, particulierement en ce qui a trait aux besoins en matiere de soins urgents et 
de courte duree. Les Canadiens sont en effet generalement satisfaits de la qualite et de la 
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rapidite des soins qu’ils re^oivent en cas de situation critique. 

Le tableau est cependant moins reluisant lorsqu’il est question des autres enjeux lies a 
la sante. Depuis un certain temps, il est devenu manifeste que la reaction du systeme de 
sante a l’egard des besoins croissants en matiere de soins des maladies chroniques est 
trop lente, malgre le caractere previsible de leur augmentation. Le sondage du Fonds 
du Commonwealth sur les politiques de sante mene en 2010 classait le Canada, 
parmi les 11 pays de l’OCDE evalues, en avant-derniere ou en derniere place relative - 
ment a plusieurs questions liees a l’accessibilite, notamment Faeces a des soins de sante 
le soir et la fin de semaine. Le Canada affichait egalement les pires temps d’attente pour 
un rendez-vous avec un specialiste et pour certains types de tests de diagnostic, et occu- 
pait l’avant-derniere place en ce qui a trait a l’acces a des medicaments sur ordonnance. 

II s’agit d’une liste de problemes malheureusement trop bien connue, ayant fait Fobjet 
des rapports Romanow et Kirby en 2002 et, avant ceux-ci, des rapports de nombreux 
autres groupes de travail, commissions et comites consultatifs mis sur pied autant par 
des gouvernements de droite que de gauche. Or, des decennies plus tard, aucune solu- 
tion adequate n’a encore ete mise en oeuvre pour resoudre ces problemes. 

Pourquoi est-ce si difficile de reformer les politiques touchant les soins de sante au Ca- 
nada? C’est dans le but de trouver des reponses a cette question que des collegues et 
moi avons entrepris d’examiner les reformes du systeme de sante a partir de 30 etudes 
de cas publiees dans Fouvrage Paradigm Freeze, paru chez McGill-Queen’s University 
Press. Et les reponses auxquelles nous sommes arrivees ne sont pas tres encourageantes. 

Selon les constatations de notre etude, de fa^on generate, c’est Finteret particulier 
des differentes parties en cause qui la plupart du temps empeche la realisation d’une 
reforme d’envergure a l’echelle du pays. Notamment, les associations medicates 
provinciates ont travaille a proteger les interets des medecins en fermant la porte, 
dans certains cas, a toute possibility de reforme du systeme ou en persuadant les 
gouvernements, dans d’autres cas, de realiser leurs objectifs de changement au moyen 
de mesures incitatives plutot que de mesures reglementaires. 

II s’agit d’un heritage decoulant des fondements memes du regime d’assurance-maladie. 
Lorsque pour la premiere fois les provinces ont instaure leur regime respectif, elles ont 
adopte un mode de remuneration des medecins a Facte qui, a l’epoque, apparaissait 
comme une solution sensee. La logique de ce mode de remuneration a toutefois 
cree entre les associations medicates et les ministres de la Sante des provinces une 
relation qui avec le temps est devenue de plus en plus etroite et n’a cesse de gagner en 
importance. Cette proximite exerce encore aujourd’hui une influence sur la conclusion 
des « ententes-cadres » qui existent entre les associations medicates et les ministres 
provinciaux de la Sante, ententes complexes et opaques qui rarement font Fobjet de 
debats publics. 
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Ainsi les associations medicales provinciales beneficient-elles, au bout du compte, d’un 
pouvoir de veto ou de quasi-veto a propos des nombreuses politiques qui sont liees a 
des enjeux touchant la remuneration des medecins. 

Le personnel infirmier et les travailleurs syndiques des hopitaux ont quant a eux forme 
une vaste coalition canadienne qui s’est donne pour objectif de proteger le regime pu- 
blic d’assurance-maladie, coute que coute. Conferant ainsi un poids politique conside- 
rable a la sauvegarde d’un secteur hospitalier sans but lucratif contre les propositions 
visant a favoriser la concurrence entre des societes hospitalieres detenues par des inte- 
rests prives, cette coalition a eu pour effet, de concert avec les groupes de gauche de la 
societe civile et en raison de l’appui qu’elle re^oit du grand public, de mettre un frein a 
toute possibility de debat sur une reforme reelle du systeme sortant du cadre du modele 
actuel. 

Malgre ces constatations generales, nous avons neanmoins observe quelques exceptions. 
Nous avons par exemple releve, dans les cas de gouvernements venant tout juste d’etre 
elus pour une premiere fois, des projets de reforme d’une importance considerable, 
mais ceux-ci ne sortaient habituellement pas du cadre du regime d’assurance-maladie 
actuel. 

De toute evidence, les defenseurs du regime de l’assurance-maladie craignent qu’un 
abandon du modele actuel fasse regresser le systeme. Or, cette crainte d’un retour en 
arriere a provoque une hantise des debats sur l’avenir et pourrait ainsi avoir contribue 
a empecher l’entreprise de reformes qui autrement auraient pu faire progresser le sys- 
teme. 

En resume, les associations medicales provinciales, les autres associations de fournis- 
seurs de soins de sante, les groupes syndicaux et le grand public preferent tous le main- 
tien des dispositions mises en place il y a un demi-siecle a la mise en oeuvre de reformes 
dont Tissue est incertaine. 

Que signifie cette conclusion pour le projet de reforme du systeme de sante en cours? 

Elle signifie que les chances d’une reforme a tres grande echelle (une proverbiale trans- 
formation de fond en comble) sont, dans le meilleur des cas, plutot minces. II a fallu la 
Crise de 1929 et la Deuxieme Guerre mondiale pour que se mette en place au Canada le 
climat politique qui a rendu possible l’adoption par les Canadiens d’un nouveau contrat 
social d’apres-guerre innovateur, sous la forme du regime d’assurance-maladie actuel. 
Sans Taction d’une quelconque force perturbatrice inevitable, qu’il s’agisse d’une trans- 
formation majeure de la science ou des technologies medicales ou d’une crise politique 
ou economique profonde, il est peu probable que se produise dans le futur une reforme 
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fondamentale des politiques regissant le systeme de soins de sante au Canada. 

Harvey La^ar est professeur auxiliaire a PEcole d’ administration publique de PUniversite de Vic- 
toria. II a collabore a Pecriture de Pouvrage Paradigm Freeze: Why it is so Hard to Reform 
Health-care Policy in Canada, paru cbe^McGHPQueen’s University Press. II est conseiller a Evi- 
denceN etwork. ca. 

(juin 2014) 

Une version de ce commentaire est parue dans Ee Huffington Post Quebec. 
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Five things most people get wrong about Canada’s health care system 



Kathleen O’Grady and Noralou Roos 



A recent court challenge before the British Columbia Supreme Court threatened to 
change the rules of the game for the Canadian health care system — should the chal- 
lenge have made its way to the Supreme Court of Canada and found success there. Dr. 
Brian Day of The Cambie Surgeries Corporation is contesting the ban against “extra 
billing” for privately provided health services, and for the right of doctors to work si- 
multaneously in both the public and private health spheres. 

However, just last week the judge permitted an adjournment of the case to March of 
next year to allow those involved the possibility to resolve some of the issues before 
the court — so it is not likely to be the game changer that some Canadians hoped and 
many Canadians feared. 

One thing is certain: pundits 
from the left and right are sure 
to weigh in further on the issue, 
and there are other similar court 
challenges popping up in other 
provinces. 

How our health system should 
be reformed, and in what mea- 
sures, is nothing short of a na- 
tional pastime in Canada. Too 
bad many get the facts wrong. 

Here are a few basics everyone 
should know. 

Doctors are self-employed, 
not government employees 

Canada has a publicly funded 
health care system, but the vast 
majority of doctors do not work 
for the government. A patient is free to choose which doctor they wish to visit, and 
they are entitled to essential physician health services without charge. Doctors are self- 
employed, which means they can determine their own hours and work location, and 
they are responsible for paying their employees, for office space and other overhead 
expenses. Doctors earn money by billing their provincial government for the services 
they provide to patients. 
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The Canadian health system is often referred to as “socialized” medicine, but it is actu- 
ally a mix of private providers billing governments for publicly funded services. 

Canada has 15 different health care systems 

People often refer to the “Canadian health care system,” when in reality, it has distinct 
health systems for each of the provinces and territories. The Canada Health Act out- 
lines the basic tenets for health care to be universal and accessible for essential physi- 
cian and hospital health services across the country. However, the details of how each 
system operates, including what is covered and how, is determined provincially. In addi- 
tion, the federal government has responsibility for aboriginal and veteran health care. 

Add it together, and Canada has a whopping 1 5 unique health care systems. On the 
plus, this means provinces can tailor health services to the particular needs of their resi- 
dents; the downside is that coordinating health reforms across the country remains a 
significant challenge. 

Funded health care services are not provided equally across the country 

The Canada Health Act guarantees that essential physician and hospital services are 
paid for by the government, but there is variation across provinces for what is consid- 
ered an “essential health service” — and even who delivers the care or where care is 
delivered. 

For example, Quebec’s publicly funded system includes fertility treatments, while most 
other provinces do not. Some provinces, including British Columbia, Ontario and Que- 
bec, pay for births delivered by licensed midwives, while several provinces and territo- 
ries do not. Eligible funded therapies for autism vary widely across the country. Abor- 
tion services are not equally accessible across the country. 

The Canada Health Act does not cover prescription drugs, home care or long-term 
care, and as a result, there are widely different approaches for these services in each 
province. 

User fees charged to patients are not permitted 

Canadians cannot be charged a “user fee” when a physician provides an insured service 
(something already covered by the publicly funded health system). But some physicians 
get around the letter of the law by charging “annual fees” as part of a comprehensive 
package of services they offer their patients. Such charges are completely optional and 
can only be for non-essential health options. 

In some provinces, doctors may charge a small fee to the patient for missed appoint- 
ments, for doctor’s notes and for prescription refills done over the phone — all items 
for which a doctor receives no payment from the province. 

Canada does not truly have a “single payer” system, meaning a significant por- 
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tion of Canadian health care comes from both public and private financing 

Canada has extensive public financing for essential physician services and hospital care 
— among the highest rates in the world. But most Canadians have to pay for eye and 
dental care out-of-pocket, and more than 60 per cent of prescription medications are 
paid for privately in Canada. 

Canada is the only country with a universal health care system that does not include 
prescription drugs. This means that Canadians still pay for approximately 30 per cent 
of their health care directly or via private insurance with only 70 per cent of health 
costs paid for publicly. In fact, Canadians are as likely to hold private health insurance as 
Americans. 

Kathleen O’Grady is the managing editor of EvidenceN etwork. ca and a research associate at the Sim- 
one de Beauvoir Institute , Concordia University, Montreal, Quebec. 

Noralou Roos is a professor in the Department of Community Health Sciences, Vacuity of Medicine, 
University of Manitoba and director of EvidenceN etwork. ca. 

(September 2014) 

A version of this commentary appeared in the Globe and Mail, National News- 
watch and Kevin MD. 



Cinq faits generalement meconnus sur le systeme de soins de 

sante canadien 



Kathleen O’Grady et Noralou Roos 



Les debats et discussions sur le systeme de soins de sante du Canada et sur les mesures 
qui necessitent une reforme ne manquent pas. Tous ces echanges donnent cependant 
lieu a un nombre effarant de meprises sur la fa^on dont notre systeme de sante fonc- 
tionne reellement. 

Les medecins sont des travailleurs independants, et non des employes du gou- 
vernement. 

Le systeme de soins de sante du Canada est finance par l’Etat, mais la grande majorite 
des medecins ne travaille pas pour le gouvernement. Les patients sont fibres de choisir 
le medecin qu’ils souhaitent 
consulter et ont droit a tous les 
services medicaux essentiels 
sans frais. Les medecins sont 
quant a eux des travailleurs 
independants, ce qui signifie 
qu’ils peuvent determiner eux- 
memes leur lieu de pratique et 
leurs heures de travail et qu’ils 
ont la responsabifite de payer 
leur personnel et d’as sumer le 
cout des locaux qu’ils utifisent 
et leurs autres frais generaux. 

Les medecins tirent un revenu 
de leur pratique en facturant le 
gouvernement pour les services 
qu’ils offrent aux patients. 

On quafifie souvent le systeme 
de soins de sante canadien de 
« socialise », mais il s’agit dans 
les faits d’un systeme mixte ou des fournisseurs prives facturent des gouvernements 
pour des services publics. 

Le Canada compte 15 systemes de soins de sante differents. 

On parle souvent du « systeme de soin de sante canadien », mais en reafite chaque pro- 
vince et territoire possede son propre systeme distinct. Les principes generaux qui ga- 
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rantissent l’accessibilite et l’universalite des services hospitaliers et medicaux essentiels 
dans l’ensemble du pays sont definis par la Loi canadienne sur la sante , mais les details du 
fonctionnement de chaque systeme, y compris ce qui est couvert par le regime public 
d’assurance maladie et les modalites de cette couverture, sont determines par les pro- 
vinces et les territoires. 11 existe en outre un systeme pour les anciens combattants et un 
autre pour les autochtones, qui sont tous les deux une responsabilite du gouvernement 
federal. 

Ainsi, lorsqu’on additionne le tout, on obtient un enorme total de 15 systemes de soins 
de sante differents. Une telle configuration a pour avantage de permettre a chaque pro- 
vince et territoire de fa^onner ses services de sante en fonction des besoins particuliers 
de sa population, mais a egalement pour inconvenient de rentre extremement difficile la 
coordination de reformes a l’echelle du pays. 

Les services de soins de sante finances par l’Etat ne sont pas les memes partout 
au pays. 

La Loi canadienne sur la sante garantit le paiement par l’Etat des services hospitaliers et 
medicaux essentiels, mais il y a de la variation entre les provinces et territoires quant a 
ce qui est considere comme un « service de sante essentiel », et quant aux lieux et aux 
fournisseurs des soins offerts. 

Par exemple, les traitements de fertilite font partie au Quebec des services couverts par 
le regime public d’assurance maladie, alors que ce n’est pas le cas dans la plupart des 
autres provinces. Les couts des accouchements realises par des sages-femmes autorisees 
sont payes par l’Etat dans certaines provinces, notamment la Colombie-Britannique, 
l’Ontario et le Quebec, mais ne le sont pas dans plusieurs autres provinces et territoires. 
Les therapies pour les personnes autistes admissibles a un financement public varient 
grandement dans l’ensemble du pays. Les services d’avortement ne sont pas pareille- 
ment accessibles, ou meme offerts, dans toutes les regions du Canada. 

La Loi canadienne sur la sante ne prevoit aucune protection en ce qui a trait aux medica- 
ments d’ordonnance, aux soins a domicile et aux soins de longue duree, c’est pourquoi 
ces services font l’objet d’approches extremement variees dans les differentes provinces 
et les differents territoires. 

II est interdit d’imposer des frais d’utilisation aux patients. 

Les Canadiens ne peuvent se voir exiger des « frais d’utilisation » lorsqu’ils re^oivent 
d’un medecin des services couverts, c’est-a-dire des services qui sont deja payes par le 
regime public d’assurance maladie. II y a cependant des medecins qui contournent la loi 
et qui facturent a leurs patients des « frais annuels » pour la prestation de blocs etendus 
de services. Ces frais sont entierement facultatifs et ne peuvent etre demandes que pour 
des options de soins de sante qui ne sont pas essentielles. 
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Toutefois, au Quebec, la reglementation permet aux medecins de facturer aux patients 
des medicaments et autres articles, si ceux-ci sont necessaires pour une intervention 
couverte par l’assurance maladie, mais cette intervention est faite dans une clinique 
privee. Elle permet aussi aux medecins de facturer les photocopies, les courriels, les ren- 
dezvous manques et autres articles non couverts par le gouvernement. 

Le systeme canadien n’est pas veritablement a « payeur unique », puisque le fi- 
nancement des soins de sante au Canada est en grande partie a la fois public et 
prive. 

Les soins hospitaliers et les services medicaux essentiels font l’objet au Canada d’un 
financement public considerable, le taux de ce financement etant l’un des plus eleve au 
monde. Cependant, la plupart des Canadiens doivent debourser des frais pour les soins 
dentaires et des yeux, et plus 60 % des medicaments d’ordonnance sont payes par les 
patients. 

Le Canada est le seul pays a posseder un systeme de soins de sante universel qui exclut 
les medicaments d’ordonnance. Les Canadiens assument done toujours les frais d’envi- 
ron 30 % de leurs soins de sante directement ou par l’entremise d’une assurance privee, 
l’Etat ne payant que 70 % des couts. Les Canadiens sont done dans les faits aussi sus- 
ceptibles que les Americains de se doter d’une assurance maladie privee. 

Kathleen O’Grady est redactrice en chef a EridenceN etwork. ca et agregee de recherche a I’lnstitut Si- 
mone de Beauvoir de I’Universite Concordia , a Montreal au Quebec. 

Noralou Roos est professeure au Departement des sciences de la sante communautaire de la faculte de 
medecine de I’Universite du Manitoba et directrice d’EvidenceNetmrk.ca. 

(septembre 2014) 

Une version de ce commentaire est parue dans Le Huffington Post Quebec. 
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Sex, lies and physician supply 

Why female doctors are not to blame 



r 



Lindsay Hedden and Morris Barer 



Among the many reasons offered for why many Canadians are increasingly facing diffi- 
culties finding a family physician to call their own is the fact that the workforce has be- 
come increasingly female. The argument usually goes something like this: female family 
practitioners work fewer hours, take time out to raise families and have shorter careers. 
And because the proportion of family practitioners who are male continues to decline 
— about 60 per cent of new medical students are female — we can look forward to the 
problem of accessing care getting worse. 



This argument turns out to be simple, compelling, and for the most part, wrong. 



The number of female fam- 
ily doctors in Canada has been 
increasing steadily since the 
late 1950s, and women have 
outnumbered men in Canadian 
medical schools since 1999. Im- 
portantly, the proportion of fe- 
male medical students choosing 
to specialize in family medicine 
has also been increasing over 
that same period. 

But does the rhetoric of “the 
part-time female family doctor” 
truly match reality? Our recent 
systematic review which exam- 
ined a wealth of existing studies 
and was published in Human 
Resources for Healthy suggests that 
the story is more complicated 
than a simple difference in work 
hours. 
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Lindsay Hedden est candidate a u doctoral a l Ecole de saute p oblique 
etdes populations de I'Universite de la Colombie-Britannique. 

Morris Barer est professeurau Centre de recherche sur les services 
et les politiques de la sante ainsi qua I'Ecole de saute publique 
etdes populations de riMversite de la Colombie-Britannique. 




Although female physicians do work somewhat fewer hours than male physicians 
— and indeed work differently in general — there is no strong evidence that this dif- 
ference has or will have any significant effect on the overall effective supply of family 
practitioners in Canada. 
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Rather, the dominant trends affecting overall supply into the foreseeable future are the 
recent rapid increase in medical school capacity in the country, and the fact that both 
male and female family doctors are increasingly focused on attaining a healthy work- 
life balance, while still providing high-quality and accessible care for their patients — a 
laudable goal. In practice, this means that we will have more family doctors, and that 
they will, on average, be working fewer hours than their older counterparts in the years 
to come. 

In fact, one recent Canadian study found that the number of hours of direct patient 
care male physicians are providing has been declining, and that this trend has had a far 
more substantial impact on overall effective supply than the difference in work hours 
and patterns between males and females. 

But it turns out hours of work is an overly simplistic and misleading indicator of ser- 
vice delivery volume or quality anyway. Several studies we examined found that female 
physicians spend more time with each of their patients, and deal with more problems in 
a single appointment. They also write fewer prescriptions for medications, while being 
more likely to provide patients with counselling, and to refer them on to specialists or 
for laboratory tests. 

We did find one cause for concern. Our analysis found that female physicians are less 
likely to provide care in settings other than the office (home, hospital or long-term 
care), or outside of regular office hours. This could increase the reliance on already- 
stretched emergency departments and walk-in clinics as a source of primary health care. 

Female physicians in general, and female family practitioners specifically, continue to 
maintain a different set of unpaid work and family responsibilities than their male 
counterparts. One recent study found that female family doctors who have children 
work more than 90 hours per week if unwaged household responsibilities are included. 
This was considerably more than the fewer than 70 hours worked by male family doc- 
tors who have children. Another study reported that the reduction in work time caused 
by having children under the age of 18 is twice as large for women as is it is for men. 
Female family physicians are also more likely to be involved in the care of elder family 
members. 

According to surveys conducted by the Canadian Medical Association, physicians in 
Canada report attaining a healthy balance between personal and professional respon- 
sibilities as the most important factor for running a successful and satisfying medical 
practice. These same surveys show that physician burnout is experienced by a signifi- 
cant proportion of family physicians, affecting both the quality of care they are able to 
provide to their patients, and their own health and well-being. 

The quality of debate about physician supply in this country would be improved sub- 
stantially if we could put behind us the simple-minded rhetoric about an increasingly 
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female physician workforce being a problem affecting overall supply, and focus on 
changes to workforce trends that are actually affecting our access to care. 

Lindsay Hedden is a doctoral candidate in the School of Population and Public Health at the Uni- 
versity of British Columbia (UBC). Morris Barer is an expert advisor with EvidenceN etwork. ca> 
a professor at the Centre for Health Services and Policy Kesearch and the School of Population and 
Public Health at UBC. 

(September 2014) 

A version of this commentary appeared in the Vancouver Province, the Huffington Post and 
the Saskatoon Star Phoenix. 
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Sexe, mensonges et effectif des medecins 

Pourquoi les femmes medecins ne sont pas a blamer 



r 



Lindsay Hedden et Morris Barer 



Parmi les nombreuses raisons invoquees pour expliquer la difficult^ de plus en plus im- 
portante qu’ont beaucoup de Canadiens a se trouver un medecin de famille dispose a les 
prendre en charge, on mentionne souvent le fait que l’effectif des medecins est de plus 
en plus compose de femmes. L’argument est generalement formule de la fa^on suivante 
: les medecins de famille qui sont des femmes travaillent moins d’heures, consacrent 
plus de temps a elever leurs enfants et menent des carrieres plus courtes. Par conse- 
quent, dans la mesure ou la proportion d’hommes parmi les medecins de famille est en 
decroissance continue (environ 60 pour cent des nouvelles inscriptions en medecine 
sont des femmes), on peut s’attendre a ce que le probleme de l’acces aux soins s’aggrave 
avec le temps. 

Cet argument peut paraitre 
simple et convaincant, mais il 
est en majeure partie errone. 

Le nombre des omniprati- 
ciennes au Canada est en crois- 
sance constante depuis la fin 
des annees 1950 et la quantite 
de femmes inscrites dans les 
ecoles de medecine depasse 
celle des hommes depuis 1999. 

II est egalement a noter que la 
proportion des etudiantes qui 
choisissent de se specialiser en 
medecine de famille a egale- 
ment augmente au cours de la 
meme periode. 

Mais est-ce que cet argument 
selon lequel « les omniprati- 
ciennes ne pratiqueraient qu’a temps partiel » tient veritablement la route ? Selon un 
examen systematique recent que nous avons fait paraitre dans la publication Human 
Resources for Health et dans le cadre duquel nous avons passe en revue un grand nombre 
d’etudes, la situation est dans les faits beaucoup plus complexe qu’un simple ecart dans 
les heures de pratique. 
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Bien que les femmes medecins travaillent en effet un peu moins d’heures que leurs pairs 
masculins (en fait, elles travaillent differemment de fa^on generale), rien n’indique de 
fa^on claire que cette difference a eu ou aura un effet notable sur la disponibilite globale 
reelle des omnipraticiens au Canada. 

Les tendances dominantes actuelles qui influenceront la disponibilite globale future des 
medecins de famille consistent plutot en ^augmentation recente et rapide de la capacite 
d’accueil des ecoles de medecine du pays et en le fait que les medecins, hommes comme 
femmes, qui choisissent la medecine de famille sont de plus en plus soucieux d’etablir 
dans leur pratique un equilibre sain entre le travail et la vie personnelle, tout en s’ef- 
for^ant d’offrir des soins accessibles et de grande qualite a leurs patients, ce qui est un 
objectif louable en soi. Par consequent, dans les annees a venir, il y aura concretement 
plus de medecins de famille, mais ceux-ci travailleront en moyenne moins d’heures que 
leurs predecesseurs. 

Une etude canadienne recente a demontre a ce titre que le nombre des heures consa- 
crees a des soins directs aux patients par les hommes medecins est en decroissance et 
que cette tendance a eu un effet beaucoup plus important sur la disponibilite globale 
reelle des medecins que l’ecart existant entre les hommes et les femmes quant aux 
heures travaillees. 

Par ailleurs, il s’avere de toute fa^on que le nombre d’heures travaillees est un indicateur 
beaucoup trop simple et meme trompeur du volume ou de la qualite des services of- 
ferts. Plusieurs des etudes que nous avons examinees revelent que les femmes medecins 
passent plus de temps avec chacun de leurs patients et abordent plus de problemes lors 
d’une meme rencontre. Elies prescrivent egalement moins de medicaments et sont plus 
susceptibles de fournir des services de consultation a leurs patients, de les rediriger vers 
des specialistes ou de leur prescrire des analyses en laboratoire. 

En fait, nous avons releve un seul element qui puisse etre preoccupant au fil de notre 
analyse, celui-ci etant que les femmes medecins sont moins susceptibles de pratiquer 
dans des cadres autres que leur cabinet (soins a domicile, soins hospitaliers ou soins 
de longue duree) ou en dehors des heures normales de bureau. Cette particularity des 
femmes medecins pourrait avoir l’effet d’accroitre le recours pour les soins de premiere 
ligne aux cliniques sans rendez-vous et aux services d’urgence, qui deja sont debordes. 

Il faut cependant rappeler qu’en general les femmes medecins, et les omnipraticiennes 
en particulier, ont toujours plus de responsabilites familiales et effectuent encore plus 
de travail non remunere que leurs pairs masculins. Une etude recente a demontre a ce 
sujet que les omnipraticiennes travaillent plus de 90 heures par semaine lorsqu’on inclut 
dans le compte des heures travaillees les responsabilites familiales non remunerees. Il 
s’agit d’un temps de travail considerablement plus long que les 70 heures travaillees par 
les omnipraticiens ayant des enfants. Une autre etude a releve que la diminution des 
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heures de travail liee au fait d’avoir des enfants de moins de 18 ans est deux fois plus 
importante chez les femmes que chez les hommes. En outre, les femmes medecins de 
famille sont plus susceptibles de participer aux soins apportes aux membres plus ages 
de leur famille. 

Selon divers sondages menes par f Association medicale canadienne, les medecins ca- 
nadiens affirment que f atteinte d’un equilibre sain entre leur vie personnelle et leur vie 
professionnelle constitue l’un des facteurs les plus importants d’une pratique medicale 
reussie et satisfaisante. Ces sondages indiquent egalement que les cas d’epuisement pro- 
fessionnel chez les medecins touchent en grande proportion les omnipraticiens, ce qui 
nuit a la fois a la qualite des soins qu’ils donnent a leurs patients et a la qualite de leur 
propre sante et de leur bien-etre. 

La qualite du debat entourant la disponibilite des medecins au pays s’en trouverait gran- 
dement amelioree si nous laissions derriere cette idee simpliste que f augmentation du 
nombre de femmes au sein de l’effectif serait la source du probleme de disponibilite 
globale et si a la place nous nous efforcions de modifier les tendances qui chez les me- 
decins nuisent reellement a l’acces aux soins. 

Lindsay Hedden est candidate au doctorat a I’Ecole de sante publique et des populations de I’Universi- 
te de la Colombie-Britannique. Morris Barer est expert-conseil a EvidenceN etwork. ca et professeur au 
Centre de recherche sur les services et les politiques de la sante ainsi qua IE cole de sante publique et 
des populations de I’Universite de la Colombie-R ritannique. 

(septembre 2014) 

Une version de ce commentaire est parue dans Le Soleil. 
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Seeing health care clearly 

Canada’s health care system performs well with a human touch 



r 



Noralou Roos 



I had cataract surgery last year — a terrifying prospect for a visual person. I love art and 
ocean views and I was nervous about anyone working on my eyes. I delayed surgery a 
couple of times but finally committed. As it turned out, my surgery went fine. In fact, I 
loved that I could see colours vividly again. Our health system made that happen. And 
the care I received was expert and efficient. 

Most Canadians report similarly positive encounters with the health care system. A to- 
tal of 71 per cent of Canadians responding to a survey in 2012 rated their family’s care 
over the previous five years as either good or very good. But when the survey asked the 
same people to rate the state of 
the health care system in gener- 
al, only 55.5 per cent said it was 
either good or very good. 

Those numbers don’t line up: if 
the majority of Canadians are 
having good personal experi- 
ences with the health system, 
why are most people also saying 
the system works poorly? 

It seems there is a disconnect 
between Canadians’ personal 
views and their idea of how 
well the health system works for 
society at large. Canadians tout 
the public health care model as a 
big part of our national identity, 
say their experiences are mostly 
positive — but then worry the 
system is failing. 

What we read in the papers probably has a lot to do with this. Two recent analyses of 
media coverage over several years, one by the Canadian Foundation for Healthcare 
Improvement (CFHI) and the other by researchers Stuart Soroka at the University of 
Michigan, Antonia Maioni at McGill University and Pierre Martin at the University of 
Montreal, found that when specific health issues, such as wait times and doctor short- 
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ages, received heightened attention in print and on the airwaves, Canadians rated the 
issues as more important. When the coverage of subjects was more negative in a given 
year, respondents graded those areas of the system more negatively 

Policy experts often describe health care as a problem with incompatible solutions. We 
try to deliver care quickly, cheaply to everyone, everywhere and at the highest quality 
possible. As we assess each of these measures and make constant adjustments to the 
policy balance, new difficulties arise. 

What we don’t always take time to note is that by and large, Canada’s health care system 
is a success. 

The costs of the Canadian system are about the same as other countries with a similar 
GDP — and much less than the cost in the U.S. ($4,602 versus $8,745 per capita). Life 
expectancy in Canada is also similar to other major European countries (and much 
higher than that of Americans — 81.5 years versus 78.7). The big picture numbers tell a 
success story. 

But there’s more to a quality interaction with the health system than just statistics; 
there’s also the human touch. My own recent surgery illustrates another winning aspect 
of the system that is best illustrated through the experiences of two other patients in 
the surgery wing that day. 

The hospital told me in advance that all patients needed someone scheduled to pick 
them up after surgery. My husband agreed to pick me up, and on the day of my surgery, 
I sat in a waiting room with several other patients as nurses doled out pre-surgery eye 
drops. 

The woman next to me did not speak English and there was an obvious problem: it 
seemed no one had been scheduled to pick her up after surgery. They found someone 
who could communicate with her in her language in a limited way, and explained that 
they could not operate without someone to help her home. After about 45 minutes, the 
hospital staff located a family friend and in to surgery she went. 

Another man that day received special care. After the surgery staff discovered that he 
had planned to walk back to his assisted living facility alone. The nurses told the man 
they couldn’t let him walk home and suggested he take a taxi instead. But he couldn’t 
afford a taxi. Don’t worry, they said, we can arrange for a taxi to take you back and you 
won’t have to pay. 

It’s critical that the quality of medical care in Canada is top notch, but it’s equally im- 
portant that care be delivered in ways that are sensitive to individual, family and cultural 
needs — delivered with a human touch. I was impressed that the nurses were taking 
particular care to make sure that the system worked for everyone. 

I’m thankful to our health system for seeing clearly now. I hope as we move forward on 
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the perpetual path to reform health care in this country — shortening wait times, im- 
proving access, enhancing quality — that we keep in mind it’s pretty good to begin with. 

Noralou Roos is a professor in the department of Community Health Sciences, Vacuity of Medicine, 
University of Manitoba, and the director and co founder of EvidenceN etwork. ca. 

(September 2014) 

A version of this commentary appeared in the WinnipegFree Press, the Windsor Star and 
the Victoria Times Colonist. 
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Voir clairement 

Le systeme canadien de soins de sante fonctionne bien, avec une touche d’humanite 



r 



Noralou Roos 



J’ai subi, Pannee derniere, une chirurgie de la cataracte, une experience qu’une personne 
visuelle anticipe avec terreur. Amoureuse des arts et adorant contempler l’ocean, j’etais 
nerveuse a Pidee que quelqu’un touche a mes yeux. J’ai reporte la chirurgie a quelques 
reprises, mais je m’y suis finalement resignee. Et tout s’est bien passe, en fin de compte. 
Pour tout dire, j’ai bien aime etre de nouveau capable de bien voir les couleurs. J’ai eu 
acces a cette operation grace a notre systeme de sante et les soins que j’ai rectus m’ont 
ete offerts par des professionnels 
experiments et efficaces. 

La plupart des Canadiens disent 
avoir vecu des experiences tout 
aussi positives que la mienne 
lorsqu’ils ont ete en contact avec 
le systeme de soins de sante. 

Lors d’un sondage effectue en 
2012, 71 pour cent des repon- 
dants ont declare que les soins 
prodigues a leur famille au cours 
des cinq dernieres annees avaient 
ete bons ou tres bons. Toutefois, 
a la question demandant aux re- 
pondants d’evaluer Petat general 
du systeme de sante, seulement 
55,5 pour cent ont declare qu’il 
etait en bon etat ou tres bon etat. 

Ces chiffres sont contradic- 
toires : si la majorite des Cana- 
diens vivent de bonnes experiences personnelles dans leurs rapports avec le systeme de 
soins de sante, pourquoi la plupart des gens affirment-ils en meme temps que le sys- 
teme fonctionne mal? 

11 semble y avoir un fosse chez les Canadiens entre leur opinion personnelle et Pidee 
qu’ils se font de Pefficacite du systeme de sante pour la societe dans son ensemble. Les 
Canadiens considerent avec fierte leur modele de soins de sante public comme une par- 
tie importante de leur identite nationale et decrivent Pexperience qu’ils en ont comme 
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etant essentiellement positive, mais se disent, du meme souffle, preoccupes par le 
manque d’efficacite du systeme. 

Ce que nous lisons dans les journaux a probablement beaucoup a voir avec cet etat 
de choses. Deux analyses recentes de la couverture mediatique sur plusieurs annees, 
l’une effectuee par la Fondation canadienne pour l’amelioration des services de sante 
(FCASS) et l’autre par les chercheurs Stuart Soroka de FUniversite du Michigan, Anto- 
nia Maioni de FUniversite McGill et Pierre Martin de FUniversite de Montreal, ont reve- 
le que lorsque des problemes precis lies au systeme de sante, tels que les temps d’attente 
et la penurie de medecins, font Fobjet de plus d’attention dans la presse ecrite et sur les 
ondes, les Canadiens considerent ces enjeux comme plus importants. Ces analyses re- 
velent aussi que lorsque la couverture est plus negative au cours d’une annee donnee, les 
repondants portent un jugement plus negatif sur ces aspects du systeme. 

Les specialistes des politiques decrivent souvent les soins de sante comme un probleme 
pour lequel nous disposons de solutions incompatibles les unes avec les autres. Nous 
nous effor^ons d’offrir des soins de la meilleure qualite possible, rapidement et a bon 
marche pour tout le monde, partout. Et a mesure que nous evaluons chacune de ces 
mesures et procedons a des rajustements constants pour assurer un equilibre des poli- 
tiques, de nouvelles difficultes surgissent. 

Ce que nous ne prenons pas toujours le temps de signaler, c’est que le systeme canadien 
de soins de sante est une reus site dans Fensemble. 

Les couts du systeme sont environ les memes que dans les autres pays qui ont un PIB 
comparable, et sont de beaucoup inferieurs a ceux qui ont cours aux EtatsUnis (4 602$ 
contre 8 745$ par habitant). L’esperance de vie au Canada est aussi similaire a celle 
qu’enregistrent d’autres grands pays europeens (et de beaucoup superieure a celle des 
Americains — 81,5 ans contre 78,7 ans). Au regard des chiffres, le tableau d’ensemble 
est celui d’une reussite. 

Une interaction de qualite avec le systeme de sante n’est, par contre, pas simplement 
une question de statistiques; la dimension humaine importe egalement. La chirurgie que 
j’ai subie recemment illustre un autre aspect positif de notre systeme, que le recit de 
Fexperience vecue par deux autres patients du service de chirurgie ce jo ur-la me per- 
mettra de mettre en evidence de fa^on encore plus claire. 

L’hopital m’avait informee a Favance que tous les patients devaient pouvoir compter 
sur quelqu’un qui serait en mesure venir les chercher apres la chirurgie. Mon mari ayant 
accepte de venir me chercher, le jour de ma chirurgie, j’etais assise avec plusieurs autres 
patients dans la salle d’attente tandis que des infirmieres nous mettaient les gouttes ocu- 
laires requises avant la chirurgie. 

La femme qui etait a cote de moi ne parlait pas anglais et etait de toute evidence aux 
prises avec un probleme de taille : personne, semblait-il, ne viendrait la chercher apres la 
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chirurgie. Le personnel s’est alors employe a trouver une personne capable de commu- 
niquer un tant soit peu avec elle dans sa langue et de lui expliquer qu’on ne pourrait pas 
l’operer s’il n’y avait personne pour l’aider a la maison. Au bout de 45 minutes, le per- 
sonnel est arrive a communiquer avec un ami de la femme et Toperation a pu avoir lieu. 

Un autre patient a aussi eu droit a une attention particuliere ce jourla. Apres la chirurgie, 
le personnel a constate que l’homme avait prevu retourner seul, a pied, a la residence 
avec services de soutien ou il vivait. Les infirmieres lui ont dit qu’elles ne pouvaient pas 
le laisser partir ainsi, lui suggerant de prendre un taxi. II n’en avait cependant pas les 
moyens. Elies lui ont alors dit de ne pas s’en faire, qu’elles allaient s’occuper du taxi et 
qu’il n’aurait pas a payer pour son transport. 

II est essentiel que les soins de sante soient de premiere qualite au Canada, mais il est 
egalement important qu’ils soient offerts selon des modalites adaptees aux besoins 
particulars des personnes et des families et tenant compte de la diversite culturelle des 
patients, et ce, avec une touche d’humanite. J’ai ete impressionnee de voir que les infir- 
mieres prenaient un soin particular a s’assurer que le systeme fonctionne bien pour tout 
le monde. 

Je me rejouis que notre systeme de soins de sante m’ait permis de voir clairement a 
nouveau. Alors que nous poursuivons sur la voie d’une perpetuelle reforme de notre 
systeme de soins de sante afin de continuellement reduire les temps d’attente, ameliorer 
l’acces et rehausser la qualite des soins, j’espere que nous ne perdrons jamais de vue le 
fait que d’entree de jeu nous avons un tres bon systeme. 

Noralou Roos est professeure au Departement des sciences de la sante communautaire de la faculte de 
medecine de I’Universite du Manitoba. Elle est egalement directrice et cofondatrice dE videnceN etwork. 
ca. 

(septembre 2014) 

Une version de ce commentaire est parue dans Le Huffington Post Quebec. 
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Quebec has begun the process of reforming its beleaguered health care system yet 
again with the introduction of Bill 10. But will Bill 10 fulfill its promises of reconfigur- 
ing the organization and governance of Quebec’s health and social services? 

There are three clear principal goals of this reform : 1) To facilitate and simplify public 
access to services, improve the quality and safety of health care and make the network 
more efficient and effective; 2) To reduce bureaucracy; and 3) To establish a structure 
that will allow for more reforms of the health system by implementing new methods of 
financing. 

Since the implementation 40 
years ago of a complete and uni- 
versal health insurance plan for 
all Quebec residents, structural 
reform has swept across the 
health and social services system 
every 1 0 years. The last one was 
in 2003-2004. 



In other words, with a decade 
behind us, this new attempt at 
reform is completely predictable. 

The Rochon reform of the 
1990s and the Couillard-era 
reform at the beginning of the 
year 2000 were preceded with 
studies and reflections — vast 
consultations with health care 
providers and the population — 
planning documents and state- 
ments of intent. 



Bill 10 is the exception. The only clear statement of intention we have comes from the 
six paragraphs describing the bill itself. The health minister wishes, we are told with Bill 
10, to simplify access to care, improve its quality as well as increase the efficiency of 
health care providers. Laudable goals. 



Quebec health reform Bill 10 puts Health Minister at centre 

Micro-management of the health system not the answer 



BY Franqois Beland 



104 



But how can this bill live up to its promises? What is in this bill that can provide some 
hope that health care can be of better quality, more efficient and more accessible? None 
of this can be done by a bill or by the minister. 

The objectives of Bill 10 target the core of the health system and social services. It as- 
serts that it will achieve its purpose by integrating regional services, creating regional 
networks, merging establishments and widening their missions and abolishing regional 
agencies. As for all other reforms, the government hopes to bring the patient closer to 
health care providers. 

But what Bill 10 actually makes possible is the micro-management of the health care 
system. 

The bill subjugates directors and boards of establishments to the minister. He will make 
decisions regarding their internal structure and intervene “in cases of actions incom- 
patible with the rules of sound management,” all the while judging what is considered 
incompatible or not. 

Bureaucrats are not only bureaucrats. They are managers. Establishments are not only 
bureaucracies, they are at the centre of decision-making. Good managers will make de- 
cisions and accept the consequences of their actions. With Bill 10, the ministerial role 
becomes much more intrusive: the autonomy of managers and boards will be reduced 
to nearly nothing and managers will become nothing but bureaucrats. 

In other words, Bill 10 creates a bureaucracy-ridden health care system. 

What will decision-makers do when faced with reduced responsibilities? What will a 
Minister do with his extended powers? He will enact rules, issue directives and ensure 
that they are implemented. 

The reform aims to decentralize the system’s entire process of decision-making. But a 
local decision-making structure that has been decimated with excessive centralization 
will result in an oversized bureaucracy. 

Instead of centres that will be accountable to the population, this bill promises to emas- 
culate establishments to the will of the minister. 

Francois Beland is an expert advisor with EvidencNetwork.ca and associate professor at I’Ecole de 
sante publique at the Universite de Montreal. 

(October 2014) 

A version of this commentary appeared in the Huffington Post and Ottawa Eife . 
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La reforme reussira-t-elle a red u ire la bureaucratie en sante? 



Franqois Beland 



Le projet de loi 10 sur la reconfiguration du reseau de la sante et des services sociaux 
du Quebec peut-il remplir ses promesses? On peut en retenir trois : 1) « favoriser et 
simplifier l’acces aux services. . . ameliorer la qualite des soins. . . accroitre Fefficience et 
l’efficacite »; 2) reduire la bureaucratie; et 3) en filigrane, etablir une structure qui per- 
mettra de poursuivre les reformes du systeme de sante, entre autres, par Fimplantation 
de nouvelles fa^ons de financer les soins. 

La ritournelle des promesses 



La reforme Rochon des an- 
nees 1990 et Couillard des 
annees 2000 ont ete precedees 
d’etudes et de reflexions, de 
consultations du reseau et de la 
population, de documents de 
planification et d’enonces de 
programme. Le pro jet de loi 10 
fait exception. Le seul enonce 
detentions accessible a la po- 
pulation se retrouve dans les six 
paragraphes de notes explica- 
tives du pro jet de loi. 




Depuis Finstauration, il y a plus de 40 ans, du regime d’assurance maladie public et uni- 
versel, une reforme de structure 
balaie le reseau de la sante et des 
services tous les dix ans. La der- 
niere date de 2003-2004. Celle 
d’aujourd’hui etait a prevoir. 



Par le pro jet de loi 10, le mi- 
nistre entend simplifier Faeces 
aux soins, ameliorer leur qualite, accroitre Fefficience des equipes de soins. Comment ce 
projet de loi peut-il tenir ses promesses? Qu’y a-t-il dans ce projet qui puisse soulever 
Fespoir de meilleurs acces, qualite et efficience? Aucune ne se commande par projet de 
loi ni ne se gere par ministre interpose. 



Les objectifs du projet de loi 10 visent la raison d’etre du reseau de la sante et des ser- 
vices sociaux. II pretend la poursuivre par l’integration regionale des services, la creation 
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de reseaux regionaux, la fusion d’etablissements, l’elargissement de leurs missions et 
l’abolition des agences regionales. Comme dans les reformes passees, on veut rappro- 
cher l’utilisateur et les prestataires de soins. Le ministre se rapprochera de la micro-ges- 
tion des etablissements. Encore une fois, on ne s’occupe que des structures. 

Puisque l’on retombe dans les ornieres des reformes passees, il n’y a aucune raison d’at- 
tendre d’autres resultats. 

Peut-on diminuer le nombre de bureaucrates tout en augmentant la bureaucratie? 

Le projet de loi asservit les directeurs generaux des etablissements et leurs conseils d’ad- 
ministration au ministre. II pourra decider de leur structure interne et intervenir « si des 
gestes incompatibles avec les regies de saine gestion sont poses », tout en restant juge de 
ce qui est incompatible ou pas. 

Les bureaucrates ne sont pas que des bureaucrates. Us sont des gestionnaires. Les eta- 
blissements ne sont pas que des bureaucraties, ils sont des centres de decision. De bons 
gestionnaires prennent des decisions et sont responsables de leurs consequences. Avec 
le projet de loi 10, le bras du ministre s’allonge, l’autonomie des gestionnaires et des 
conseils d’administration se retrecit comme peau de chagrin, les decideurs deviennent 
des bureaucrates. Le pro jet de loi 10 recree une bureaucratie. 

Que font les decideurs aux marges d’action reduites? Que fait un ministre aux pouvoirs 
elargis? II edicte des regies, emet des directives, s’assure qu’elles sont implantees. La re- 
forme vise une centralisation sans pareil de l’ensemble des processus de decisions dans 
le reseau. Une structure de decision locale atrophiee et une centralisation hypertrophiee 
ont pour resultat une bureaucratisation galopante. 

Une reforme de structure qui pave la voie au financement par activite? 

Le ministre Barrette entend modifier radicalement le financement des etablissements : 
d’un budget global et historique, on passe au financement par activite. Les budgets 
annuels des etablissements ne dependent plus des budgets passes, mais de leur produc- 
tion, c’est-a-dire des episodes de soins qu’ils traitent. En theorie, l’argent suit le patient. 
On pretend aussi que le financement par activite permettrait de favoriser la qualite des 
soins, la performance des etablissements et la liberte de choix des patients. 

Le financement par activite suppose que les etablissements connaissent les couts de 
production des episodes de soins, les ajustent en fonction des paiements par episode, 
developpent l’expertise et disposent du pouvoir d’ameliorer qualite et performance. Au- 
trement dit, le financement par activite exige que les etablissements soient de veritables 
centres de decision, disposent d’un systeme d’information raffine sur leurs activites et 
leurs couts, mettent en place une expertise sur la qualite et la performance des soins, 
mobilisent medecins et intervenants et maximisent leur revenu. 

Le pro jet de loi 10 est en parfaite contradiction avec l’implantation d’un financement 
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par activite. Non seulement le ministre controlera-t-il la gestion des etablissements, mais 
il rapatriera sous son autorite les systemes d’information du reseau. Deja que ces sys- 
temes sont entierement orientes vers les besoins d’information du ministere, comment 
peut-on penser que le ministere de la Sante et des Services sociaux puissent les reorien- 
ter pour satisfaire les besoins de gestion des etablissements? 

Le financement par activite exige une collecte d’informations precises, en temps reel, 
des activites des etablissements. Un systeme d’information aussi minutieux aux mains 
du ministre dans un systeme ultra centralise servira a corrompre les intentions d’un 
financement par activite. Dans les mains de ce ministre, le financement par activite de- 
viendra le systeme ultime de surveillance des activites des etablissements du reseau. 

Au lieu de centres de decision responsables au service de la population, le projet de loi 
promet des etablissements emascules au service du ministre. 

Francois belaud est expert-conseil aupres dFvidenceN etwork. ca et professeur titulaire a I’Ecole de 
sante publique de PUniversite de Montreal. 

(octobre 2014) 

Une version de ce commentaire est parue dans Le Huffington Post Quebec et L’Aut Journal. 
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Why you must see your doctor after a trip to the ER 



c 



Michael J. Schull 



D 



Television shows have popularized the theatrical entrance into the hospital emergency 
room: patients racing down hallways on gurneys with worried doctors and nurses run- 
ning alongside — great drama. How most patients leave the emergency room isn’t quite 
as dramatic, but the facts tell a good news story. About 90 per cent of the five million 
visits to Ontario emergency rooms every year, and about 85 per cent of the more than 
14 million visits Canadians make to emergency rooms annually, result in patients being 
discharged home. 

The bad news is that too many of these patients receive inadequate follow-up care after 
their emergency room visit — and that can be deadly. 

Ontario studies have shown that 
inadequate follow-up care after 
emergency room (ER) visits 
is common, with up to 30 per 
cent of patients with chronic 
illnesses not seeing a doctor 
within 30 days after they’ve been 
sent home from the ER. Why? 

In part, it’s because fewer than 
one in three primary care physi- 
cians in Canada report being 
notified when their patients visit 
an emergency department. If 
physicians don’t know their pa- 
tients were in the ER, how can 
they ensure appropriate follow- 
up care? 




UP TO 30% OF 
PATIENTS WITH 
CHRONIC ILLNESSES ^ 
ARE NOT SEEING A ® 
DOCTOR WITHIN UH| 
30 DAYS AFTER AN ' W < 
EMERGENCY ROOM 
VISIT- AND THAT^^' 
CAN BE DEADLY. 

Michael J. Schull, President and CEO, institute 
for Clinical Evaluative Sciences and Professor, 
Department of Medicine, University of Toronto 

• 



There is growing evidence that 
when a patient with a chronic 
disease, such as diabetes, heart failure or emphysema sees their family doctor or special- 
ist within 30 days of their ER discharge, the risk of death or hospitalization is signifi- 
cantly reduced. Such patients are often safe to discharge after an ER assessment, but 
prompt follow-up is virtually always recommended because they often need more tests 
and ongoing management of the chronic illness to avoid getting sicker, even with good 
care in the ER. 
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Patients seen by their own doctors after an ER discharge are more likely to be taking 
the necessary medications and to have undergone needed diagnostic testing than those 
who miss follow-up care, suggesting that such patients have risk factors that can be im- 
proved through prompt follow-up. 

As a practicing emergency physician, I know it’s hard to always focus on the discharge 
of my ER patients. A pharmacist once called me a few hours after I sent home an el- 
derly woman with pneumonia for whom I had prescribed an antibiotic. The pharmacist 
wanted me to change the prescription since the antibiotic I prescribed should not be 
taken at the same time as another drug the patient was on. I was aware that the drugs 
should not be taken together, but on that busy day, and with a hurried discharge of the 
patient out of the ER, I had failed to identify the potential problem which could have 
had serious consequences if not for the sharp-eyed pharmacist. 

In a recent analysis in Healthcare Quarterly, I highlight that we can improve clinical train- 
ing and practice to reinforce the importance of patient follow-up after ER discharge, 
but just as critical are steps to make it easier for patients (or ER doctors) to arrange 
their own follow-up care. 

Important innovations are happening. Most of us can book restaurant reservations, 
hotel and hair salon appointments online these days — would it not be great if you (or 
the ER doctor) could book your essential physician follow-up care before leaving the 
ER too? We may be approaching that in Alberta, which just launched an eReferral elec- 
tronic system for enabling and tracking referrals, but it is not yet available in ERs across 
the country. 

Health professionals recognize the problem, and efforts have been made to improve 
communication when discharging patients — for example using discharge checklists 
and written follow-up instructions — but also, crucially, taking the time necessary to 
ensure the patient or family has understood what they’re being told. Yet, ER discharge 
planning remains spotty at best. 

For now, the best approach may be for the emergency physician to spend more time 
with patients at discharge to ensure that they understand that their aftercare could be as 
important as the care they receive in the ER. 

Physicians asked to see patients after an ER visit need to be accountable for seeing 
higher-priority patients within a reasonable time frame, and need to understand the cru- 
cial role they play in ensuring patients get appropriate treatment and investigations. 

Hospitals need to be engaged too, by making it easier for the results of tests and clinical 
notes from an ER visit to be routinely available to primary care physicians and special- 
ists after leaving the ER. In the absence of such information, prioritizing patients for 
follow-up by the primary care physician or specialist is, at best, a guessing game. 
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Hospitals, health regions and the government could track follow-up rates after ER 
discharge with data that is readily available at minimal cost. But given the absence of 
monitoring and reporting of follow-up rates or any incentives for ensuring follow-up, it 
is hard to identify any forces that would motivate providers to address the issue. 

Meanwhile, poorly integrated care, where patients fall through the cracks as they transi- 
tion from the ER back to the community and, sometimes, back to the ER again, will 
remain a notable shortcoming of our health care system. And a costly one for all of us. 

Michael J. Schull is an advisor with EvidenceNetwork.ca and president and chief executive officer 
of the Institute for Clinical Evaluative Sciences , and professor in the Department of Medicine at the 
University of Toronto. He also practices as an emergency medicine specialist at Sunny hr ook Health 
Sciences Centre in Toronto. 

(October 2014) 

A version of this commentary appeared in Ottawa Efe, the Huffington Post , and the Mi- 
ramichi Eeader. 
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L’importance des soins de suivi apres une consultation a I’urgence 

Pourquoi certains Canadiens tombent-ils entre les mailles du filet? 



r 



Michael J. Schull 



Les emissions de television montrent souvent des images de gens faisant une entree 
theatrale a l’urgence. Ils sont etendus sur des civieres propulsees a toute vitesse dans 
les corridors et sont accompagnes de medecins et d’infirmieres aux mines inquietes, 
qui courent a leurs cotes. Une scene dramatique. En fait, la fa^on dont la plupart des 
patients quittent l’urgence n’est pas aussi spectaculaire. Au Canada, chaque annee, les 
urgences font plus de 14 millions de consultations, et parmi celles-ci, environ 85 pour 
cent se terminent par un conge. 

La mauvaise nouvelle, c’est que trop de patients ne re^oivent pas de soins de suivi 
adequats apres leur passage a 
l’urgence, une situation qui peut 
entrainer des deces. 

Des etudes menees en Ontario 
ont demontre qu’une absence de 
soins adequats a la suite d’une 
consultation a l’urgence est un 
fait frequent. En effet, 30 pour 
cent des patients atteints d’une 
maladie chronique ne benefi- 
cient pas des soins d’un medecin 
dans les 30 jours suivant leur 
conge de l’urgence. Cela est du 
en partie au fait que, au Canada, 
moins de un medecin de pre- 
mier recours sur trois dit etre 
avise du passage de ses patients 
a l’urgence. Si les medecins ne 
savent pas que leurs patients ont 
ete traites a l’urgence, comment 
peuvent-ils fournir des soins de suivi adequats? 

11 existe de plus en plus de donnees probantes indiquant qu’un patient atteint d’une 
maladie chronique, comme le diabete, l’emphyseme ou l’insuffisance cardiaque, qui 
voit son medecin de famille ou un specialiste dans les 30 jours suivant son conge de 
l’urgence risque beaucoup moins de deceder ou d’etre hospitalise. Les patients peuvent 
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a l Universitedeloronto 






112 




souvent recevoir leur conge en toute securite apres une evaluation de leur condition 
a l’urgence mais un suivi est presque toujours recommande puisque leur etat exige 
d’autres examens et une gestion continue de la maladie chronique pour eviter que leur 
etat n’empire, meme apres la prestation de bons soins a l’urgence. 

Les patients vus par leur medecin apres avoir obtenu leur conge de l’urgence sont plus 
susceptibles de prendre les medicaments et de subir les examens diagnostics dont ils ont 
besoin que les personnes privees de soins de suivi. Un suivi rapide peut done diminuer 
les facteurs de risque. 

En tant qu’urgentiste praticien, je sais combien il est difficile de travailler en etant 
constamment preoccupe par l’objectif de renvoyer les patients chez eux rapidement. II 
m’est arrive d’etre appele par un pharmacien quelques heures apres le conge d’une pa- 
tiente agee a qui j’avais prescrit des antibiotiques pour une pneumonie. Cet antibiotique 
ne pouvait etre combine a un autre medicament qu’elle prenait. Bien que je connaissais 
le danger de la prise conjointe de ces medicaments, je n’avais pas releve cette incompa- 
tibility, etant preoccupe a expedier le conge de la patiente un jour ou la salle d’urgence 
etait particulierement bondee. Sans la vigilance du pharmacien, cette erreur aurait pu 
avoir de graves consequences. 

Dans une recente analyse publiee dans la revue Healthcare Quarterly (en anglais), j’ai sou- 
ligne le fait que nous pouvons ameliorer la formation et la pratique cliniques en mettant 
l’accent sur l’importance des soins de suivi apres un passage a l’urgence. Par ailleurs, il 
est tout aussi important de mettre en place des moyens qui permettent aux patients (et 
aux urgentistes) de prendre en charge leur propres soins de suivi. 



D’importantes innovations sont en cours. La plupart d’entre nous pouvons maintenant 
faire des reservations au restaurant et a l’hotel et prendre rendezvous chez le coiffeur 
par Internet. Ne serait-il pas merveilleux si vous (ou l’urgentiste) pouviez prendre ren- 
dezvous pour obtenir des soins de suivi essentiels aupres de votre medecin avant de 
quitter l’urgence? Il semble que ce sera bientot possible en Alberta, ou l’on vient tout 
juste de mettre en place un systeme electronique d’orientation qui permet de faire des 
aiguillages et d’en assurer le suivi. Toutefois, cet outil n’est pas encore disponible dans 
les autres provinces du pays. 

Les professionnels de la sante reconnaissent le probleme et des efforts ont ete faits pour 
ameliorer la communication au moment de donner au patient son conge. Par exemple, 
on utilise des listes de controle au moment de donner un conge et un document conte- 
nant des instructions pour le suivi. Il importe aussi de prendre le temps necessaire de 
s’assurer que le patient ou la famille ait bien compris l’information re^ue. Or, la planifi- 
cation d’un conge de l’urgence demeure, au mieux, incomplete. 

Pour l’instant, l’urgentiste devrait passer plus de temps aupres du patient avant de lui 
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accorder son conge afin de s’assurer que celui-ci comprenne bien que le suivi est aussi 
important que les soins re^us a l’urgence. 

Les medecins a qui on demande de recevoir des patients apres un passage a l’urgence 
doivent etre tenus de recevoir ceux dont le statut est prioritaire, et ce dans des delais 
raisonnables. Ils doivent comprendre ^importance du role qu’ils jouent dans les efforts 
pour assurer aux patients des analyses medicales et des traitements appropries. 

Les hopitaux doivent aussi participer a ces efforts en s’assurant que les resultats des 
analyses faites a l’urgence ainsi que les notes cliniques soient facilement accessibles aux 
medecins de premier recours et aux specialistes. En l’absence de cette information, le 
classement des patients par priorites a des fins de suivi par le medecin de premier re- 
cours ou un specialiste est, au mieux, approximatif. 

Les hopitaux, les regions sanitaires et le gouvernement auraient les moyens de surveiller 
les taux de suivi apres un conge de l’urgence a l’aide de donnees facilement accessibles, 
et ce a un cout minime. Compte tenu de l’absence de surveillance, de declaration des 
taux de suivi ou de mesures incitatives pour assurer les suivis, il est difficile de determi- 
ner quelles sont les forces qui pourraient inciter les fournisseurs de soins a se pencher 
sur ce dossier. 

En raison d’une mauvaise integration des soins, les patients sortant des urgences qui 
retournent dans la communaute tombent souvent entre les mailles du filet, ce qui les 
rend a risque de devoir retourner consulter aux urgences. Cette lacune constitue un im- 
portant rate de notre systeme de sante, un rate qui coute tres cher a la collectivite. 

Michael J. Schull agit comme conseiller aupres d’EvidenceNetmrk.ca , est president et directeur general 
de Plnstitut de recherche en services de sante et professeur au Departement de medecine a I’Universite de 
Toronto. II est egalement urgentiste praticien au Sunny brook Health Sciences Centre , a Toronto. 

(octobre 2014) 

Une version de ce commentaire est parue dans Te Huffington Post Quebec. 
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Canada relying too heavily on unpaid caregivers — at a cost 

Almost half a million Canadians go without necessary homecare 



r 



Nicole F. Bernier 



The unexpected and largely unreported good news about homecare in this country is 
that the vast majority of Canadians who receive home help or homecare for a chronic 
health condition are getting all the services they need. 



Fully meeting the needs of 
the vast majority of homecare 
recipients is a notable achieve- 
ment for Canada, considering 
this country has no national 
homecare system, and consider- 
ing that provinces, which have 
jurisdiction over homecare, are 
known for anaemic budgetary 
expenditures in this area. 

So how does Canada achieve so 
much with so little? Canada has 
a heavy reliance on informal, 
unpaid caregivers. 




According to a recently released Statistics Canada article . 2.2 million individuals repre- 
senting eight per cent of Canadians 15 years and older received homecare in 2012. Most 
of these individuals, 1.8 million, consider that over a one-year period they received all 
the services they required (such as personal care, transportation or household main- 
tenance) to help with their daily activities. Only a minority, approximately 1 5 per cent, 
said they had unmet homecare 
needs. 



I UNPAID CAREGIVERS IN 
ANADA ARE LEFT MOSTLY ON 
IEIR OWN TO DEAL WITH THE 
IEGATIVE - AND SOMETIMES 
IATASTR0PHIC- ECONOMIC, 
HEALTH AND WELL-BEING 
NSEQUENCESOF PROVIDING 
CARE TO THEIR LOVED ONES. 
UNPAID CAREGIVING COMES 
AT A COST FOR THE ONES 
WHO PROVIDE IT. 

Nicole F. Bernier, Research Director, 

Faces of Aging program, Institute Evjd) 

for Research on Public Policy 

.ca 



Informal caregivers consist 
mainly of spouses and adult 
children of persons with 
homecare needs, but may also 

include their other relatives, friends and neighbours. Women are more likely to be care- 
givers and to provide more care hours than men, and spouses are the first resort for 
care. 



Together, 8.1 million informal caregivers provide an estimated 70 to 80 per cent of all 
homecare in this country, free of charge. Every year, they are saving the public purse an 



115 




estimated $24 to $31 billion — no small amount. Thanks to their major contribution, 
formal services paid by taxpayers play only a subsidiary role in home help and homec- 
are provision. 

Paid providers from public health care agencies come into play when unpaid family care 
is not available or is insufficient, and when other options, volunteer or private, are not 
viable either. 

So what’s the problem? 

Unpaid caregivers typically want and prefer to provide the care to their loved ones, 
rather than having formal care providers come into the home. But the role can be de- 
manding. 

According to a 2013 Statistics Canada report , nine in every 10 informal caregivers pro- 
vides care for a year or more. One in every 10 provides 30 hours or more of care every 
week. One in five considers that care giving impacts their physical and emotional health 
negatively. Many informal caregivers incur care-related out-of-pocket expenses, miss 
days at work, or have to reduce their paid work hours. Some even quit their job. For 
employers, this may translate to absenteeism and lost productivity. 

A detailed analysis by the Institute for Research on Public Policy (IRPP) by Janice Keefe 
shows that only limited and inconsistent financial supports and in-kind services are 
available to informal caregivers. As a result, caregivers are left mostly on their own to 
deal with the negative — and sometimes catastrophic — economic, health and well- 
being consequences. 

In other words, unpaid care giving comes at a cost for the ones who provide it. 

Then there’s the reality that not everyone has a network of friends and family they can 
call on who are able, capable or willing to handle sometimes complex care needs — in 
many cases, for care needs required over long periods of time. In 2012, nearly 461,000 
Canadians 15 years of age and older suffering from a chronic condition needed homec- 
are but had none — formal or informal. What happened to them as a result is left in 
part to our imagination. But evidence suggests some of the care gaps may well have 
resulted in individuals unnecessarily entering hospitals or being transferred to nursing 
homes instead — at a substantially higher cost to governments than formal homecare. 

Many Canadians don’t realize that homecare services are not included in Medicare 
and provinces are not required to provide support and often do so only sparingly. The 
problem will likely be exacerbated over the next two to three decades, as the number of 
elderly Canadians needing assistance is expected to double. Demographic trends and 
changing patterns of participation in the labour force are such that a smaller cadre of 
adult children will be left to look after their aging parents. 

Relying on unpaid caregivers left on their own is not a sustainable solution — and is 
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likely to have serious consequences for Canada moving forward. It’s time for govern- 
ments to step up and care for our caregivers — and make homecare a priority. 

Nicole F. Bernier is an advisor with EvidenceNetwork.ca and research director of the Faces of Aging 
program at the Institute for Kesearch on Public Policy. 

(October 2014) 

A version of this commentary appeared in the Globe and Mail ' the Vancouver Province 
and the Saskatoon Star Phoenix. 
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Les soins a domicile au Canada : les proches aidants en font les frais 

Pres d’un demi-million de Canadiens sont prives des soins a domicile dont ils ont besoin 



r 



Nicole F. Bernier 



Void une bonne nouvelle — inattendue et peu mediatisee — au sujet des soins a do- 
micile au Canada : la grande majorite des personnes souffrant d’un probleme de sante 
chronique re^oivent bien l’aide ou les soins a domicile dont elles ont besoin. 

Selon une recente etude publiee par Statistique Canada . 2,2 millions de personnes, soit 
huit pour cent de la population canadienne de 1 5 ans et plus, ont beneficie des soins 
a domicile en 2012. La majorite d’entre elles, soit 1,8 million, considerent qu’elles ont 
re^u toute l’aide necessaire (comme des soins personnels, des services de transport ou 
une aide a l’entretien menager) pour accomplir leurs activites quotidiennes. Seule une 
minorite, soit environ 15 pour 
cent, ont affirme ne pas avoir eu 
tous les soins dont elles avaient 
besoin. 



Autrement dit, le Canada reus- 
sit a combler les besoins de la 
vaste majorite des beneficiaires 
de soins a domicile. Voila une 
realisation tout a fait remar- 
quable pour un pays qui n’a pas 
de programme national a cet 
effet et dont les provinces, de 
qui relevent les soins a domicile, 
consacrent de bien maigres bud- 
gets a ces services. 

Comment le Canada accomplit-il 
tant avec si peu ? Tout simple- 
ment parce qu’il compte large- 
ment sur les proches aidants qui 
ceuvrent sans remuneration. 






R 



LES PROCHES AIDANTS ONT UN 
( ACCES LIMITE ET ALEATOIRETANT AUX 
SERVICES QU'AU SOUTIEN FINANCIER. 
ILS SONT EN GRANDE PARTI E LAISSES 
A EUX-MEMES LORSQU'ILS SONT AUX 
PRISES AVEC LES EFFETS NEGATIFS, 
PARFOIS CATASTROPHIQUES, QU'A 
LA PRESTATION DE SOINS SUR LEUR 
1 SITUATION FINANCIERED LEUR SANTE 
ET LEUR BIEN-ETRE. BREF, LES AIDANTS 
FONT LES FRAIS DES SOINS QU'ILS 
FOURNISSENT ATITRE BENEVOLE. 



Nicole F. Bernier, direct rice de la 
recherche au programme Les defis 
du vieillissement a I'lnstitut 
de recherche en politiques publiques 



Ces proches aidants sont generalement les conjoints et les enfants adultes des personnes 
qui necessitent des soins a domicile, mais aussi les membres de la famille elargie, les 
amis, les voisins. Les femmes sont plus susceptibles d’assumer le role d’aidant, consa- 
crant davantage d’heures que les hommes a des taches de soins. Et ce sont notamment 
les conjointes qui se trouvent en premiere ligne. 
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Le Canada compte 8,1 millions de proches aidants qui, selon les estimations, dispensent 
gratuitement de 70 a 80 pour cent de tous les soins a domicile. Grace a leur apport, les 
provinces epargnent quelque 24 a 31 milliards de dollars par annee. 

Les services formels payes par les contribuables ne jouent qu’un role secondaire dans 
les soins de longue duree. Ils entrent en scene lorsque les proches ne peuvent dispenser 
ces soins, en tout ou en partie, et lorsqu’il n’y a aucune autre ressource, benevole ou pri- 
vee, a la disposition des personnes ayant des incapacites. 

Alors, quel est le probleme ? 

En general, les proches souhaitent aider leur parent et preferent s’en charger eux- 
memes plutot que de recevoir des services a domicile fournis par du personnel remune- 
re. Toutefois, leur role peut s’averer tres exigeant. 

Selon un rapport publie par Statistique Canada, neuf proches aidants sur 10 prodiguent 
des soins pendant une annee ou plus. Un aidant sur 10 consacre 30 heures ou plus 
chaque semaine a la prestation de soins. Un aidant sur cinq considere que les soins qu’il 
donne nuisent a sa sante physique et mentale. Nombre d’aidants paient de leur poche 
certaines depenses liees aux soins, perdent des journees de travail ou doivent reduire 
leurs heures de travail remunere. Certains sont meme obliges de quitter leur emploi. Les 
employeurs en subissent aussi les consequences, devant assumer les couts de l’absen- 
teisme et parfois d’une productivity reduite au travail. 

Une analyse detaillee de Janice Keefe pour l’Institut de recherche en politiques pu- 
bliques (IRPP) demontre que les proches aidants ont un acces limite et aleatoire tant 
aux services qu’au soutien financier. Ils sont en grande partie laisses a eux-memes lors- 
qu’ils sont aux prises avec les effets negatifs, parfois catastrophiques, qu’a la prestation 
de soins sur leur situation financiere, leur sante et leur bien-etre. 

Bref, les aidants font les frais des soins qu’ils fournissent a titre benevole. 

Et puis il y a les personnes qui n’ont ni famille ni ami capable ou desireux de les aider, 
car les soins peuvent s’averer complexes et etre de longue duree. En 2012, pres de 
461 000 Canadiens de 15 ans et plus atteints d’un trouble de sante chronique avaient 
besoin de soins a domicile, mais n’en ont re^u aucuns, ni de la part de professionnels ni 
de la part d’un proche. Si nous ne savons pas exactement ce qu’il est advenu de ces per- 
sonnes, des donnees probantes indiquent que les lacunes dans les soins a domicile ont 
pu occasionner des hospitalisations ou des transferts non appropries dans des etablis- 
sements de soins. Bien sur, ces hospitalisations et transferts sont de loin plus onereux 
pour les gouvernements que des soins a domicile remuneres. 

Nombre de citoyens ignorent que le regime d’assurance-maladie ne couvre pas les soins 
a domicile, que les provinces ne sont pas tenues de fournir un soutien et que l’aide 
qu’elles accordent est souvent limitee. Le probleme risque de s’accentuer au cours des 
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deux ou trois prochaines decennies, au cours desquelles le nombre de personnes agees 
necessitant une assistance devrait doubler au Canada. Les tendances demographiques et 
devolution de la participation au marche du travail font en sorte qu’il ne restera qu’une 
petite population d’adultes pour prendre soin de leurs parents vieillis sants. 

Compter sur des proches aidants laisses a eux-memes n’est pas une solution durable 
et risque d’avoir des consequences facheuses pour le pays. Les gouvernements doivent 
passer a faction : prendre soin des proches aidants et donner priorite aux soins a domi- 
cile. 

Nicole F. Bernier est conseillere aupres dFvidenceN etwork. ca et directrice de la recherche au pro- 
gramme Les defis du vieillis sement a Plnstitut de recherche en politiques puhliques. 

(octobre 2014) 

Une version de ce commentaire est parue dans Le Huffington Post Quebec 
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Chapter 3: Private, For-Profit Solutions 



Let’s not have Groundhog Day in Alberta’s public health care 



c 



By Don Dick and Linda Wood house 



D 



Is it Groundhog Day in Alberta? We Albertans seem doomed to wake every day to the 
same thorny and emotional debate: public health care vs. private health care. 

It’s a mug’s game but we appear as inexorably caught in it as the weatherman in the 
movie Groundhog Day , who realizes he is hopelessly condemned to spend the rest of his 
life in the same place , seeing the same people do the same thing day after day after day. 



Dr. Robert Hollinshead’s announcement before Christmas that he will become the first 
surgeon in Alberta offering for-hire surgery in a private clinic outside of the public 
medical system has sparked needed discussion among physicians. Behind his decision 
are years of pent-up frustration 
with long waits for surgery. He 
proposes “a functioning private 
option” as a way of making 
more beds and operating rooms 
available, thus reducing waiting 
times. 

But we’re afraid it will be 
Groundhog Day again as discus- 
sion gets bogged down in a 
debate about public vs. private 
services. 

Maybe it’s easier to spill our 
emotions than it is to get down 
to the hard slogging required to 
fix what we have. But the public 

needs to know that, contrary to what is often stated, we can fix public health care, not 
with ever larger doses of taxpayer dollars, but with intelligent, innovative ideas founded 
on evidence and clinical experience. 




The first thing to understand is that our public medical system was built for an age 
when life-threatening acute illness dominated the medical landscape. In response, we 
built large hospitals suitable for dealing with episodes of acute illness. 



Today, our number one medical challenge is chronic disease — diabetes, hypertension, 
osteoarthritis and even some cancers, to name a few. Chronic disease is long-term and 
requires care best delivered in the community by a multidisciplinary partnership, rather 
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than a provider-to-provider hand-off. 

Do we need to introduce a parallel private system to cope with this development? We 
have evidence this is not necessary. And the evidence comes from one of the most de- 
manding areas of orthopaedic care: osteoarthritis leading to hip or knee replacement. 

Over the past three years, we have succeeded in embedding an evidence-based model 
of care as the standard practice for hip and knee replacements across Alberta. Patient 
referrals are centralized. Care is delivered by multidisciplinary teams. A case manager 
navigates the patient through the system and coordinates services. At hip and knee clin- 
ics, referred patients are advised of their surgeon’s waiting time and offered the next 
available surgeon, thus moving patients from those with the longest wait lists to those 
with the shortest. 

In addition to these improvements in process and practice, Alberta has begun to make 
waiting time measurement parameters reflective of real-world circumstances. Where 
the wait for hip and knee replacements has routinely been measured from the date the 
patient decides to have surgery, it is now also being measured from the date the patient is 
actually ready for surgery. 

As we have discovered, “decided” and “ready” can be months apart. 

The patient who decides in March to have surgery may also decide in summer to take 
a vacation, postponing surgery to do so. The clock is not reset for these patients. Their 
wait beginning from decision date becomes part of the publicly reported average. 

This occurs frequently. The numbers tell the story: for the 12 months ended October 
31, 2013, the wait from decision date to surgery was approximately 42 weeks for hip 
or knee replacement in Alberta. However, measured from the ready date, wait times 
dropped dramatically — to 23 weeks. This is one of the lowest wait times in Canada. 

Length of stay in hospital is also down. Patients — better prepared for surgery and re- 
covery under the model of care — are going home sooner, opening up bed space for 
the next patient. Alberta has, as a result, gained 33,000 bed-days since 2010. 

Hip and knee replacement is but one area of orthopaedic care, albeit a major one. But 
the point is this: the model can be expanded to other areas of orthopaedics, and to 
other areas of medicine. It is the right model for today’s chronic disease challenge. And 
it is working without inducement from a parallel private system. 

Let’s not wake to Groundhog Day . . . the same emotional debate about private vs. public 
health care. The system we have can be made much better. It requires hard slogging. 

But it works. 

Don Dick is an advisor with EvidenceN etwork. ca> an Edmonton orthopaedic surgeon and senior 
medical director of the Alberta Bone and Joint Health Strategic Clinical Network (BJHSCN). Dr. 
Linda Woodhouse holds the David Magee Endowed Chair in Musculoskeletal Clinical Research and 
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is scientific director of the BJHSCN. 

(January 2014) 

A version of this commentary appeared in the Calgary Herald , , the Huffington Post and 
Pddmonton Journal. 




What problem do we believe private health insurance is going to fix? 



c 



Mark Stabile 



D 



Canada is about to face its second court challenge over restrictions on private health 
insurance when Dr. Brian Day’s case appears before the courts in September 2014. It is 
true that there are examples of jurisdictions that value universal health insurance cover- 
age and also allow private insurance — the U.K. and Sweden would be two examples. 
But it is important to note that although these countries, among others, may allow for 
private insurance, they still have many of the same problems with their health care sys- 
tem that Canada does. 



A recent review of the economic evidence on the effects of private insurance on pub- 
lic health care systems that I wrote with Matt Townsend for the Encyclopedia of Health 
Economics suggests that there is 
little evidence for many of the 
benefits that advocates of pri- 
vate insurance claim will occur 
for those who do not make use 
of the private system, such as 
shorter wait times or lower pub- 
lic costs. 



The first thing to note is that 
very few people in most coun- 
tries purchase private insurance 
for care covered in the public 
system. In the U.K., for ex- 
ample, it is less than 10 per cent, 
and in Sweden, it is fewer than 
that. For the remaining 90 per 
cent plus of the population, the 
weight of the evidence suggests 
that private insurance provides 
little benefit for the rest of the 
system. 



piffl 

THAT HAVE PRIVATE INSURANCE HAVE HAD TO 
CONTINUETO GRAPPLE WITH ISSUES OF COSTS 
AND ACCESS, MUCH AS WE DO HERE IN CANADA. 



Dr. Mark Stabile, Director, School of Public Policy and 
Governance, Rotman School of Management, University of 
Toronto 




There is evidence that physicians shift their time to the private system resulting in fewer 
publicly funded services. And there is evidence that the cases left in the public system 
are most complicated and costly. 

But there is little evidence that wait times in the public system go down. And there is 
little evidence that a private system reduces the costs of public systems. In fact, in some 
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jurisdictions, overall costs in the public system actually went up in those cases where the 
tax system subsidizes people who purchase private insurance (as Canada does). 

Overall, those systems that have private insurance have had to continue to grapple with 
issues of costs and access, much as we do here in Canada. 

What is slightly more exceptional about the Canadian system is how it continues to 
promote inequality through two accidents of history. First, the evolution of our system 
from a system of mostly private insurance to one that focused on public insurance, first 
for hospital services, then doctors services, has left large holes in both coverage and 
financing. We continue to exclude prescription drugs from our basket of medically nec- 
essary goods. 

Secondly, we continue allow for regressive subsidies through our tax code for employer 
provided health insurance. When we receive insurance through an employer we don’t 
pay tax on the benefit the way we do with wages. It’s a lot of money — more than $3 
billion a year. And people in the highest tax bracket (29 per cent plus provincial taxes 
putting people in most provinces over 40 per cent) save over 40 cents on each $1 of 
health insurance they receive from their employer. People in the lowest tax bracket get 
less than half of that per $1, making it a very regressive subsidy that contributes to in- 
equality in this country. 

We are more like the U.S. than the rest of the world in these respects, except that the 
Affordable Care Act (Obama Care), despite its flaws, aims to provide a much more 
comprehensive basket of medically necessary goods, including both prescription drugs 
and mental health treatment when required, and takes steps to counter the inequalities 
generated by unfair tax subsidies. These are first order problems with the Canadian sys- 
tem that need to be fixed. 

International comparisons can’t provide all the answers to Canada’s health care system 
woes, but they can show us where there are similar problems even among differing 
health care systems. Those countries with two-tier health insurance still manage to pro- 
vide a reasonable quality of care for their citizens, but they continue to face many of 
the same challenges we do. 

To really improve our health care system we’ll have to look beyond simple solutions 
that other nations have shown don’t really work. Focusing on reducing the ways in 
which our system contributes to inequality would be a good place to start. 

Mark Stabile is an expert advisor with EvidenceN etwork. ca, director ; School of Public Policy and 
Governance and professor ; Potman School of Management, University of Toronto and a fellow at the 
Martin Prosperity Institute. Follow him on Twitter @StabileMark 

(March 2014) 

A version of this commentary appeared in the Globe and Mail, the Huffington Post and the 
Waterloo Pegion Pecord. 
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Quels problemes la privatisation de la sante etait-elle censee regler, deja? 
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Mark Stabile 
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Les regies qui limitent le financement prive de la sante au Canada feront l’objet d’une 
deuxieme contestation judiciaire en septembre prochain, alors que la cause du Dr Brian 
Day sera entendue par les tribunaux. S’il est vrai qu’on trouve des pays qui adherent au 
principe de Fassurance-maladie universelle tout en autorisant sa cohabitation avec un 
regime prive (le Royaume-Uni et la Suede en sont des exemples), il importe de rappeler 
que des problemes souvent tres semblables aux notres persistent au sein de leurs sys- 
temes de sante respectifs. 

D’apres un examen des donnees economiques touchant les effets des regimes d’assu- 
rance privee sur les systemes de sante publics, que Matt Townsend et moi avons realise 
recemment pour {'Encyclopedia of 
Health Economics , rien ne permet 
de conclure que les avantages 
vantes par ses partisans, comme 
la reduction des temps d’attente 
ou des depenses publiques, pro- 
fiteront aux personnes qui ne 
recourent pas au prive. 

Premier constat : dans la plu- 
part des pays, bien peu de gens 
souscriront a une assurance pri- 
vee pour couvrir des soins deja 
rembourses par le regime public. 

Au Royaume-Uni, par exemple, 
la proportion est inferieure a 
10 pour cent ; en Suede, elle est 
encore moindre. Tout indique 
que l’assurance privee n’apporte 
pas grand-chose au systeme de 
sante pour plus de 90 pour cent 
de la population. 

Les donnees indiquent que le temps desormais consacre par les medecins aux soins 
a but lucratif conduit a une reduction des services finances par l’Etat. Et que les cas 
abandonnes au systeme public sont parmi les plus complexes et les plus couteux. 

Par ailleurs, rien ne permet de croire que les temps d’attente dans le systeme public 
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aient diminue. Ni que la presence d’un systeme prive ait permis de reduire les couts du 
regime public. Dans les faits, on constate une augmentation reelle des couts de la sante 
dans les pays ou le regime fiscal subventionne les contribuables qui souscrivent a une 
assurance privee (comme le Canada). 

Dans l’ensemble, les pays dotes d’un regime d’assurance privee restent aux prises avec 
des problemes semblables a ceux qui nous preoccupent ici meme au Canada, notam- 
ment sur le plan du cout et de l’acces. 

Le systeme de sante canadien se distingue toutefois par un element particular : il contri- 
bue a perpetuer les inegalites, ce qui s’explique par deux hasards de l’histoire. Tout 
d’abord, le passage d’un systeme presque entierement prive a un regime universel d’as- 
surance-maladie, destine dans un premier temps a couvrir les services hospitaliers, puis 
ceux des medecins, a laisse de grands trous en matiere de couverture des soins et de 
financement. A titre d’exemple, les medicaments d’ordonnance continuent d’etre exclus 
du panier de biens medicalement necessaires. 

Ensuite, notre code des impots continue de permettre l’imposition degressive des re- 
gimes d’assurance-maladie offerts par l’employeur. A la difference des salaires, ce type 
d’avantage n’est pas impose. Cela represente un montant important : plus de trois mil- 
liards de dollars par an. Les contribuables qui se situent dans la fourchette de revenu la 
plus elevee (qui sont imposes a 29 pour cent, auquel s’ajoute l’impot provincial, ce qui 
donne en tout un peu plus de 40 pour cent dans la plupart des provinces), epargnent 
40 cents sur chaque dollar verse par l’employeur au chapitre de l’assurance-maladie. Par 
contre, ceux qui se trouvent dans la fourchette la plus basse epargnent a peine la moitie 
de cette somme. II s’agit done d’une mesure tres regressive, qui contribue a creuser les 
inegalites dans notre pays. 

A cet egard, nous ressemblons davantage aux Etats-Unis qu’a d’autres pays. 

Affordable Care Act (Obama Care) vise toutefois, malgre ses lacunes, a offrir un pa- 
nier de biens medicalement necessaires beaucoup plus complet que le notre. En effet, 
celui-ci comprend au besoin des medicaments d’ordonnance et des soins de sante men- 
tale. De plus, la loi americaine prevoit des mesures destinees a redresser les inegalites 
creees par des regies injustes en matiere d’impot. Ce sont la des problemes fondamen- 
taux qu’il faudra resoudre au Canada. 

Le fait de se comparer a d’autres pays ne permet pas de trouver des solutions a tout, 
mais l’exercice a l’avantage de nous montrer qu’en depit des elements qui les dis- 
tinguent, nos systemes de sante sont aux prises avec des problemes semblables. Les 
pays qui ont un regime a deux vitesses parviennent encore a offrir a leurs citoyens une 
qualite de soins convenable, mais ils continuent de faire face, a de nombreux egards, aux 
memes preoccupations que nous. 

Pour veritablement ameliorer notre systeme de sante, il faudra proposer autre chose que 



128 




des solutions simplistes, l’experience ayant demontre qu’elles n’ont pas abouti a grand 
chose ailleurs. Reduire les facteurs qui contribuent aux inegalites constituerait surement 
un bon point de depart. 

Mark Stabile est expert-conseil aupres du site EvidenceN etwork. ca. II est directeur de la School of 
Public Policy and Governance , professeur a la Potman School of Management de I’Universite de To- 
ronto et membre du Martin Prosperity Institute. Suive^-le sur Twitter : @StabileMark. 

(mars 2014) 

Une version de ce commentaire est parue dans Ee Soleil et Ee Huffington Post Quebec. 
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Cash for blood products a flawed policy 

Paying donors not supported by the evidence 
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Ryan Meili and Monika Dutt 
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In the early 1980s, over 2,000 Canadians who received blood transfusions were infected 
with HIV and as many as 30,000 contracted Hepatitis C. This tragic scandal, and the 
Krever inquiry that followed, resulted in the overhaul of our blood donation system to 
ensure the safety of any blood products. This made Canada one of the safest countries 
for blood transfusion in the world. 

Among the recommendations from Justice Krever was that Canada should not pay do- 
nors for blood or plasma, except in rare circumstances. This is in line with the World 
Health Organization’s recommendation that all governments should strive for the safest 
process: using unpaid, voluntary 
blood and plasma donors. 

Unfortunately, we are moving 
towards doing exactly that in 
Canada: paying cash for blood 
products. 

In recent months, a private, for- 
profit company called Canadian 
Plasma Resources (CPR) has 
announced their intention to 
begin paying donors for plasma. 

They’ve opened three clinics in 
Ontario and begun to collect 
plasma, despite new legislation 
introduced by the Ontario gov- 
ernment to prevent paid blood 
product donation. 

How is this possible? Despite 
being urged by several medical 
organizations to deny regulatory 
approval of CPR and halt the sale of blood, Federal Minister of Health Rona Ambrose 
has remained silent on the issue. In the meantime, the company has simply moved for- 
ward with operations in the absence of federal regulation and despite provincial disap- 
proval. 

The ethical concerns around paying donors are significant. Those who tend to donate 
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blood products for payment are often the poorest citizens, a fact underlined by the es- 
tablishment of CPR’s clinics in impoverished neighbourhoods. Should we really be al- 
lowing a company to take advantage of social inequalities for profit, and in the process 
overturn long-standing evidence-based policies around safe use of blood products? 

During his tenure as president of the International Federation of Blood Donor Or- 
ganizations, Niels Mikkelsen cautioned that ministries of health, blood centres and 
voluntary donor associations must “continuously monitor the implementation of the 
blood legislation closely.” Failing to do so, he warned, would result in nothing less than 
a disaster. Such a failure is precisely what CPR’s operation represents. 

The threat that paid blood donations pose to our health care system extends beyond 
questions of safe collection and processing. Dr. Neelam Dhingra of the World Health 
Organization contends that blood donation by voluntary unpaid donors is the “corner- 
stone of an adequate and safe blood supply.” Why? For two reasons. 

Firstly, WHO research has found that unpaid volunteers provide the safest blood dona- 
tions. Among donors, this group consistently has the lowest prevalence of blood borne 
infections. Secondly, reliance on unpaid donations also plays a critical role in maintain- 
ing the supply of blood products. The WHO cautions that when a country permits paid 
blood donations, the number of voluntary donors actually decreases, threatening sup- 
ply. 

Allowing CPR to operate with its paid donation model would be a distinct change from 
Canada’s voluntary blood donation system, posing significant ethical, safety and public 
health concerns. The fact that CPR has opened its doors without approval and in defi- 
ance of pending provincial legislation elevates the level of concern. 

All of which makes it difficult to understand why the federal government continues to 
hold out the prospect of granting CPR a license. Health Minister Rona Ambrose and 
Health Canada should heed the advice of international experts, the Governments of 
Ontario and Quebec and the landmark Krever report and move quickly to stop compa- 
nies paying for plasma. 

Ryan Meili is an expert advisor with EvidenceNetwork.ca , assistant professor in the Department of 
Community Health and Epidemiology at the College of Medicine , University of Saskatchewan and a 
family doctor. ( cpryanmeili 

Monika Dutt is the medical officer of health for Cape Breton , Nova Scotia and chair of Canadian 
Doctors for Medicare. (cpMonika Dutt 

(May 2014) 

A version of this commentary appeared in the Globe and Mail \ the Huffington Post and the 
Saskatoon StarPhoenix 
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line politique defaillante a I’origine de la retribution de donneurs de sang 

Le paiemertt des produits sanguins n’est soutenu par aucune preuve 



c 



Ryan Meili et Monika Dutt 



D 



Au debut des annees 1980, plus de 2000 Canadiens ayant re^u des transfusions de sang 
ont ete infectes par le VIH et 30 000 ont contracte l’hepatite C. Ce tragique scandale, et 
la commission Krever qui a suivi, ont donne lieu a une refonte de notre systeme de don 
de sang afin d’assurer la securite de tous les produits sanguins. Cette reforme a place le 
Canada parmi les pays les plus securitaires a l’echelle mondiale en matiere de transfu- 
sion sanguine. 



Malheureusement, une tendance 
inverse se manifeste au Canada 
: la retribution des produits du 
sang. 




Selon les conclusions du juge Krever, le Canada ne devrait pas remunerer les donneurs 
pour les dons de sang ou de plasma, sauf en de rares circonstances. Cette recomman- 
dation concorde avec celle de 



reorganisation mondiale de 
la sante voulant que tous les 
gouvernements multiplient les 
efforts pour assurer un proces- 
sus securitaire : faire appel a des 
donneurs de sang et de plasma 
benevoles et non remuneres. Le 
Quebec a pris les devants sur 
cette question en interdisant 
toute remuneration de don de 
sang et de plasma. 



En effet, au cours des derniers 
mois, une entreprise privee a but 
lucratif appelee Canadian Plas- 
ma Resources (CPR) a annonce 
son intention de remunerer les dons de plasma. L’entreprise a ouvert trois cliniques de 
prelevement de plasma en Ontario et a commence ses activites, malgre la nouvelle loi 
presentee par le gouvernement de l’Ontario pour empecher le paiement des dons de 
produits du sang. 



Comment une telle chose est-elle possible ? Malgre les pressions exercees par plusieurs 



132 



organisations medicales pour s’opposer a l’approbation reglementaire de CPR et mettre 
fin a la vente de sang, la ministre federale de la Sante, Rona Ambrose, n’a pas pris posi- 
tion sur cette question. Pendant ce temps, CPR a simplement mis ses plans a execution 
en l’absence d’une reglementation federale, et ce, malgre la disapprobation provinciale. 

La remuneration des donneurs souleve d’importantes questions ethiques. Les personnes 
qui ont tendance a faire un don de sang en echange d’une remuneration sont souvent 
parmi les citoyens les plus pauvres, un fait qui est mis en evidence par l’etablissement 
des cliniques de CPR dans des milieux defavorises. Devrions-nous permettre a une en- 
treprise de profiter des inegalites sociales a des fins lucratives, et dans cette mecanique, 
invalider des politiques basees sur des preuves depuis longtemps etablies a l’egard de 
l’utilisation securitaire de produits du sang ? 

Durant son mandat comme president de la Federation internationale des organisations 
de donneurs de sang, Niels Mikkelsen a incite les ministres de la Sante, les centres de 
transfusion et les associations de donneurs volontaires a « surveiller continuellement et 
etroitement la mise en application de lois sur le sang. » Faute d’une telle vigilance, le sys- 
teme pourrait connaitre des rates. L’exploitation de CPR en est un exemple flagrant. 

La menace que posent les dons de sang remuneres a notre systeme de soins de sante 
depasse largement la collecte et le traitement securitaires des produits sanguins. La Dre 
Neelam Dhingra, de l’Organisation mondiale de la sante, soutient que le don de sang 
par des donneurs volontaires non remuneres est la « pierre angulaire d’un systeme d’ap- 
provisionnement securitaire de sang », et ce, pour deux raisons. 

En premier lieu, la recherche de l’OMS revele que les donneurs volontaires non remu- 
neres fournissent les dons de sang les plus securitaires. De fait, ce groupe affiche de ma- 
niere constante la plus faible prevalence d’infections transmises par le sang. 

En deuxieme lieu, la dependance aux dons non remuneres joue un role essentiel dans le 
maintien d’un approvisionnement de produits sanguins. Selon l’information obtenue de 
l’OMS, lorsqu’un pays permet les dons de sang remuneres, le nombre de donneurs vo- 
lontaires diminue, ce qui pose une menace a l’approvisionnement. 

Permettre a une entreprise comme CPR de mener ses activites selon un modele de dons 
remuneres represente un tournant radical dans le systeme de dons de sang benevoles au 
Canada, et souleve des preoccupations en matiere d’ethique, de securite et de sante pu- 
blique. Le fait que CPR ait ouvert ses portes sans autorisation et en defiant la legislation 
provinciale jette de l’huile sur le feu et accroit nos inquietudes. 

Ces elements conjugues n’aident pas a comprendre pourquoi le gouvernement federal 
continue de maintenir la possibility d’octroyer une licence a CPR. Rona Ambrose et 
Sante Canada devraient tenir compte de l’avis d’experts internationaux, des gouverne- 
ments de l’Ontario et du Quebec et du rapport concluant du juge Krever et s’empresser 
d’interdire les entreprises de remunerer les produits sanguins. 
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Why Canadian Medicare should neither ‘go Dutch’ nor ‘to the dogs’ 

Canada’s health care system faced some provocative comparisons recently 



r 



Ryan Meili 



First was Sarah Boston’s new book, Lucky Dog . , in which she details her personal experi- 
ence with thyroid cancer and navigating the Canadian health system. Boston, a veteri- 
nary oncologist, claims that Canadian dogs often have better access to health care than 
their human counterparts. 



So should Canadian health care go 
Dutch or to the dogs? Neither. 

Here’s the problem with Boston’s 
veterinary comparison and those 
who would convince us that private, 
for-profit care is the answer to all 
that ails Medicare: All dogs may go 
to heaven, but they certainly don’t all 
see the vet first. Veterinary care may 
be high quality and quickly accessed 
by those who can afford it, but it’s far 
from universal. In interviews, Boston 
acknowledges that she has witnessed 
clients re-mortgaging their houses to 
pay for their dogs’ cancer treatments. 




The next round of comparisons came from the Commonwealth Fund’s annual report 
analyzing 1 1 national health care systems. In line with their previous rankings, Canada 
appears to have underperformed, and the Netherlands comes out on top. This report 
cued the oft-repeated calls for Canada to embrace the free-market reforms that the 
Dutch and other European health sys- 
tems have undertaken. 



IN CANADA, WE ARE 
FORTUNATE THAT 01 
UNIVERSAL HEALTH 
INSURANCE MEANS 
PEOPLE DON'T HAVE 
TO MAKE CHOICES 
BETWEEN THEIR HO 
OR LIVELIHOODS 
THEIR LIVES. 



Ryan Meili, medical doctor and 
the author of A Healthy Society 



When care gets too difficult or expen- 
sive for a cat or dog, many pet owners 
are faced with the option of having 

the animal put down. In Canada, we are fortunate that our universal health insurance 
means people don’t have to make choices between their homes or livelihoods and their 
lives. 



While the problems with comparing Canadian health care to veterinary services are 
rather apparent, understanding why we cannot simply copy and paste a European 
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health care system requires more careful consideration. Health care systems don’t exist 
in a vacuum: their structures, funding models, and usages are all informed by the nation 
they serve and other policies these countries adopt. 

European countries that spend more money on social programs such as affordable 
housing, education and senior care consistently have better health outcomes than coun- 
tries that are slashing these budgets. Why? Research estimates that access to health care 
accounts for only 25 per cent of health outcomes: the rest is largely determined by 
income, employment, education, housing, food security and other social and economic 
factors. 

We can’t talk about the success of national health care systems, in other words, without 
first considering the social programs that also influence health. 

In any case, it’s not all a bed of roses in Europe where health care is concerned. Market 
reforms in recent years have driven up costs in several European countries. Switzerland, 
Germany, and the Netherlands all outspend Canada on health care costs per capita. A 
lack of price controls for services in Switzerland means that an abdominal CT scan that 
would cost $97 in Canada costs, on average, $432 there. Since the Dutch government 
implemented market reforms in 2006, there has been some improvement in cost con- 
trol. This has come, however, at the expense of patient choice and equitable access. 

The Dutch have also introduced “co-pays” — a euphemism for user fees that ostensi- 
bly allow patients and the system to “go Dutch” by sharing the costs and discouraging 
excessive use. However, extensive research has shown that these types of fees simply 
discourage those most in need from accessing care in a timely fashion, thus causing 
them to present later in their illness, when they are sicker and their care actually costs 
more. 

So instead of falling for false comparators, how can we have a broader, proactive con- 
versation on the future of Canadian health care? 

Boston’s book highlights how isolated and frustrating the experience of a patient seek- 
ing treatment for a life-altering disease can be. She describes much of her frustration 
as stemming from rushed appointments that left little time for asking questions. What 
improvements in system efficiency or changes to compensation models would enable 
physicians to spend more time providing quality, patient-focused care? 

Or, on the European front, why shouldn’t Canada take advantage of the buying power 
of universal health coverage to expand access to pharmaceuticals, dental and eye care 
— which is a positive example we can borrow from European systems, and one many 
Canadians would welcome? 

Canadian health care can’t be simply equated to either veterinary services or European 
models. There are always lessons to learn by comparison, but we can’t import elements 
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wholesale without considering the context. 

Dr. Ryan Meili is an expert advisor with EvidenceN etwork. ca, a medical doctor ; and the author of A 

Healthy Society. 

(July 2014) 

A version of this commentary appeared in iPolitics.ca , the Georgia Straight and the Win- 
nipeg Free Press. 
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Look to Alberta today, not 20 years ago, for guidance on private MRIs 

Allowing private MRI clinics does not shorten wait times in public system 



Ryan Meili 



This past week, Saskatchewan Premier Brad Wall took to Twitter to ask the question 
“Is it time to allow people to pay for their own private MRIs in Saskatchewan like they 
can do in Alberta?” This came after a radio show in which he’d received a call from a 
patient who’s been waiting three months for an MRI — one of many Saskatchewan 
patients who are, understandably, frustrated by long waits for essential imaging services. 
It’s a real problem. For that reason we should be very wary of false solutions, and look 
first to evidence before rhetoric takes over. 



Perhaps the most surprising fact 
is that the wait list for an MRI in 
Alberta, rather than having been 
shortened by the presence of 
private imaging clinics, is actually 
the longest in the country. 




The best place to look for evidence is the province Wall references as a model: Alberta. 
Many Saskatchewan residents 



have sought out care in Alberta’s 
private MRI clinics, giving the 
impression that the experiment 
there has been a success. It turns 
out, when we take a closer look, 
that things are not so wildly rosy 
in the land of private MRIs after 
all. 



According to the Canadian In- 
stitute for Health Information 



(CIHI), patients in Alberta can 
wait from 87 days (50th per- 
centile) to up to 247 days (90th 
percentile), compared with a 28 to 88 day wait in Saskatchewan. These waiting lists exist 
despite Alberta having the second highest number of scanners per capita in the country, 
suggesting that overuse may be a problem — a phenomenon that may actually be exac- 
erbated by excess capacity. 



It may seem counter-intuitive that the public wait list would lengthen in the context of 
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more MRI clinics and scanners. It appears that capacity, in the form of physicians and 
technologists, is siphoned off from the public system by parallel patient-pay services, a 
pattern that has been seen in surgery as well as imaging. Wall has talked about creating 
a mechanism for preventing this drift of resources from the public system, but the ex- 
perience of jurisdictions around the world suggests this promise should be viewed with 
considerable skepticism. 

More troubling yet is the question of equity. If an MRI scan is the limiting factor for 
getting a surgery, and I can pay for my scan, I get to have my publicly- funded surgery 
before someone in as much need but less able to pay out of pocket. This is the prin- 
ciple reason that the existence of patient-pay MRI clinics, as Wall pointed out in a 2008 
Star Phoenix interview is against the Canada Health Act. They clearly violate the prin- 
ciple of universality by allowing certain patients to access care more quickly than others 
based on finances rather than medical need. 

This is the reason that, while the reputation of Alberta suggests a preponderance of 
private imaging centres, the reality is that in recent years the province has moved away 
from the patient-pay model. Many of the private clinics charge the public system for 
the scan and charge the patient a premium on top. Alberta was also forced to repay 
some patients who had paid for medically-necessary scans out-of-pocket. 

With no financial savings, and no increase in accessibility, there is actually little real im- 
petus for provinces to promote patient-pay imaging centres. In fact, Alberta has moved 
in the opposite direction, increasing public capacity and ending the practice of contract- 
ing out services to private facilities. As a result, there appear to have been no new pri- 
vate MRI clinics built in Alberta in the last decade, as the business case for such opera- 
tions is limited without public subsidy. 

Along with failing to increase affordability and access, private MRIs pose a more insidi- 
ous threat to publicly- funded health care. The more Canadians believe that they have to 
pay out of their own pocket for necessary care, the more we will see confidence in and 
commitment to Medicare eroded. We need strategies to improve access to diagnostic 
technologies that strengthen Medicare rather than undermining it. 

Premier Wall has expressed a real interest in leading innovation in health policy. There 
are ways of improving access to MRI that don’t undermine the principles of or con- 
fidence in the public system. Imaging is one of the most overused elements of our 
health care system. A 2013 study of MRI use in Alberta showed that over half of low 
back MRI scans in an Alberta hospital were not appropriate. Working to promote ratio- 
nal use of technology is one way to make sure it is available for those who need it most. 

Expanding hours of use, training programs for personnel, and the number of machines 
in the public system is another. Anyone can learn from their own mistakes, a true leader 
learns from the mistakes of others. Saskatchewan should look closely at the experiences 
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of other provinces before choosing a path that, while seeming to offer solutions to our 
challenges in health care, could actually make them worse. 

Ryan Meili is a family physician in Saskatoon , an expert advisor with EvidenceN etwork. ca, and vice- 
chair of Canadian Doctors for Medicare. @ryanmeili 

(October 2014) 

A version of this commentary appeared in the Saskatoon Star Phoenix, the Medical Post 
and the Vancouver Province. 
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Private delivery of health care can work in a publicly funded system 

but comes with risks 

What the rest of Canada can learn from Alberta’s experience 



r 



Stephen Duckett 



If you look at an old map of Canadian health care policy, just near Privatization Is- 
land is a big warning: “Here be dragons.” So it proved for Alberta Health Services last 
month when a seemingly innocuous decision — to swap the tender for laboratory ser- 
vices from a United States-based transnational corporation to an Australian one — pro- 
voked a furor of discontent. 

Part of the problem is that “privatization” has two meanings. One is about increas- 
ing private funding of health care. In the Canadian context that is unequivocally bad. 

It breaks the compact between 
Canadians that they are all in the 
same boat in terms of access to 
health care and strikes at one of 
the key differences between the 
U.S. and Canada. On one side 
of the border, people can sleep 
easy knowing they are protected 
against the costs of health care 
if something goes wrong for 
them or their family. On the 
southern side, the spectre of 
bankruptcy or no care looms, 
even in the post-Obamacare 
world. 

But Alberta’s controversy over 
lab contracts is about a different 
sort of privatization. It is about 
who delivers care in a pub- 
licly funded system. Opponents 
wrongly evoked images of the Americanization of the health system and bemoaned 
profit-making in health care. Of course, swapping one private corporation for another 
doesn’t change incentives. Nor is this the first excursion of profit making into health 
care: linen, food and security services are all provided by profit-making groups across 
Canada. 




PRIVATIZATION OF HEALTH SERVICES 
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In fact, most medical services are provided by private physicians — often structured as 
professional corporations — who make their income from billing provincial govern- 
ments. Some provinces have contracts with private corporations to provide direct care, 
such as cataract procedures or residential aged care. 

Privatization of health delivery can work in a publicly funded system, but it is not free 
from risks, as I experienced in my time in Alberta. I inherited a number of private con- 
tracts, many of which were poorly specified. My departure contract precludes my detail- 
ing all their problems but some general lessons can be drawn from what is in the public 
domain. 

First, negotiated contract prices may be too high. A contract for elective orthopaedic 
procedures in Calgary paid higher prices than what it cost in Calgary’s public hospitals. 
Second, the contracting arrangements may be exposed to political meddling and pro- 
vide no incentive to deliver the public sector the best price. Alberta’s cataract contracts 
were the best example of this. Third, the contracts often have built in price and volume 
escalators which don’t give public managers the control they need in times of financial 
cut backs. Facing an effective billion dollar cut by the provincial government, I couldn’t 
look for the same savings from lab services in Edmonton we found in Calgary and the 
rest of the province because of the nature of existing contracts. 

Poor specification of contracts and lock-in arrangements constrain future administra- 
tions, yet private providers often require long term contracts, especially where they need 
to build facilities to meet the contract terms and these facilities can’t be used for any 
other purpose. 

Another risk stems from poor costing processes in Canadian hospitals where few hos- 
pitals 

undertake routine costing of patient care with proper allocation of overhead costs. 

Poor contracts are endemic in the health sector partly because it is often difficult to 
specify adequately the product being purchased. Although advances in patient classifica- 
tion systems have improved our ability to describe the volume of patients or nursing- 
home residents who are to be treated or cared for under a contract, quality measures are 
still in their infancy. 

The quality metrics included in a contract should be clear and public. What is the stan- 
dard of care expected? How will the purchaser know it is being delivered? Is there 
arms-length separation of patient assessment and provision? 

Finally, contracting will only yield savings if there is a market — where providers com- 
pete for best value in terms of price and quality. Absent a market, even a local one, pur- 
chasers could be hostage to monopoly providers or exposed to protect local inefficient 
suppliers for political reasons. 
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The response to privatization of health delivery should not be a knee-jerk one, that this 
is a no-go area for Canada. Rather, public purchasers should be held to account for the 
nature of the contracts they sign and should not be able to hide behind confidentiality 
clauses. They should disclose the prices being paid for services and demonstrate that 
they have negotiated a good deal for the public taxpayer. 

Transparency won’t solve all the issues of private sector contracting in health care, but 
without it, the risks will almost certainly outweigh the benefits. 

Stephen Duckett is an expert advisor with EvidenceNetwork.ca and the former president and chief 
executive officer of Albert a Health Services. 

(October 2014) 

A version of this commentary appeared in CA/LAJ Blogs, National Newswatch and the 
Medical Post. 
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La prestation de soins de sante prives est possible dans un sys- 
teme finance par I’Etat mais comporte certains risques 



Stephen Duckett 



Si vous examines une vieille carte sur laquelle figurent les politiques canadiennes en 
matiere de soins de sante, vous verrez, tout pres de Tile de la Privatisation, un important 
avertissement signalant la presence d’embuches. C’est a celles-ci que les services de san- 
te de l’Alberta se sont heurtes lorsqu’une decision apparemment anodine, celle de rem- 
placer des services de laboratoire dispenses par une multinationale etats-unienne par des 
services offerts par une societe australienne, a provoque de vehements tolles. 

Le probleme est en partie du au fait que le mot « privatisation » revet deux sens. L’un 
parle d’exiger une plus grande contribution du prive. Dans le contexte canadien, cette 
option est immediatement reje- 
tee. Elle brise le pacte entre les 
Canadiens selon lequel tous les 
citoyens ont acces aux memes 
soins de sante. Elle menerait 
aussi a l’ehmination d’une des 
differences cles qui distinguent 
le Canada des Etats-Unis. D’un 
cote de la frontiere, les gens 
peuvent dormir en paix, sachant 
qu’ils n’auront pas a debourser 
pour etre soignes si la maladie 
frappe un membre de leur fa- 
mille ou eux-memes. Au sud de 
la frontiere, la peur d’etre mine 
ou prive de soins est omnipre- 
sente, malgre la mise en place de 
TObamacare. 

Par ailleurs, la controverse qui 
frappe l’Alberta au sujet des 
contrats de services de laboratoire porte sur un autre aspect de la privatisation, celui du 
choix des prestataires de soins au sein d’un systeme finance par l’Etat. Les opposants 
evoquent a tort l’image d’une americanisation du systeme de sante et deplorent les acti- 
vites lucratives dans le domaine de la sante. Evidemment, le fait de remplacer une socie- 
te privee par une autre ne change en rien les objectifs vises. Ce n’est pas non plus la pre- 
miere fois que des interlocuteurs a but lucratif s’introduisent dans le monde de la sante. 
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Les vetements hospitaliers, la nourriture et les services de securite sont tous fournis par 
des entreprises canadiennes. 

En fait, la plupart des services medicaux sont dispenses par des medecins prives, les- 
quels sont souvent regroupes en corporations professionnelles. Ceux-ci gagnent leur vie 
en facturant les gouvernements provinciaux. Certaines provinces engagent sous contrat 
des entreprises privees pour prodiguer des soins directs, comme des chirurgies de cata- 
ractes ou des soins en residences pour personnes agees. 

La privatisation de la prestation de soins au sein d’un systeme finance par l’Etat est pos- 
sible, mais cette approche comporte certains risques, comme je l’ai constate lors de mon 
sejour en Alberta. On m’a confie plusieurs contrats prives, dont nombre d’entre eux 
etaient peu definis. Mon contrat de depart m’interdit de reveler tout detail concernant 
les problemes presents, mais certaines lemons peuvent etre tirees du domaine public. 

D’abord, les honoraires negocies dans le cadre de ces contrats sont parfois trop eleves. 
Un contrat etabli pour la prestation de chirurgies orthopediques electives a Calgary 
accordait des honoraires qui depassaient ceux en vigueur dans les hopitaux publics de 
la meme ville. Aussi, les ententes contractuelles peuvent faire l’objet d’ingerence poli- 
tique et n’offrir aucun element incitatif qui pourrait faire en sorte que le secteur public 
beneficie des meilleurs prix. Les contrats etablis en Alberta pour les chirurgies de ca- 
taractes illustrent bien ce propos. Enfin, les contrats comportent souvent des clauses 
de variation de prix-volumes, ce qui prive les gestionnaires publics du controle dont ils 
ont besoin en periodes de compressions budgetaires. Faisant face a des compressions 
d’un milliard de dollars imposees par le gouvernement provincial, je ne pouvais pas re- 
aliser les memes epargnes en services de laboratoire a Edmonton qu’a Calgary ou dans 
d’autres regions de la province en raison du contenu des contrats existants.Des contrats 
dont les dispositions sont peu precises et contraignantes nuisent aux futures administra- 
tions. Or les fournisseurs prives exigent souvent des contrats de longue duree, notam- 
ment lorsqu’ils doivent construire des installations pour respecter les clauses contrac- 
tuelles et que ces installations ne peuvent etre utilisees a d’autres fins. 

Le recours a des processus deficients pour etablir les couts dans les hopitaux canadiens 
entraine aussi un autre risque, puisque peu d’hopitaux etablissent systematiquement les 
couts des soins aux patients en tenant compte des couts indirects. 

Les mauvais contrats sont legion dans le secteur de la sante, en partie parce qu’il est 
souvent difficile de definir adequatement le produit achete. Bien que les avancees des 
systemes de classement des patients aient ameliore notre capacite d’etablir le nombre 
de patients ou de residents dans les maisons de soins infirmiers qui doivent etre traites 
ou qui necessitent des soins faisant l’objet d’un contrat, l’etablissement de mesures de la 
qualite en est encore au stade de balbutiements. 

Dans un contrat, les parametres quant a la qualite doivent etre clairs et connus du pu- 
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blic. Quel sont les normes de soins visees? Comment l’acheteur pourra-t-il savoir que 
les soins sont dispenses avec diligence? Y a-t-il une entiere separation entre devaluation 
des patients et la prestation de soins? 

Enfin, un contrat ne generera des epargnes que s’il existe un marche dans lequel les 
prestataires de service offrent le meilleur rapport qualite-prix. En Eabsence d’un tel 
marche, meme regional, les acheteurs pourraient etre pris en otages par des fournisseurs 
qui auraient le monopole ou ils risqueraient de devoir proteger des fournisseurs ineffi- 
caces pour des raisons politiques. 

La privatisation des soins de sante ne doit pas provoquer un reflexe aveugle ou une fer- 
meture d’esprit pure et simple. Les acheteurs publics doivent plutot avoir Eobligation de 
rendre des comptes et eviter d’inclure des clauses de confidentialite dans lesquelles ils 
pourraient se cacher. Ils doivent reveler les montants payes pour les services et demon- 
trer qu’ils ont negocie des ententes qui beneficient les contribuables. 

La transparence ne reglera pas tous les problemes lies a la sous-traitance a des entre- 
prises privees dans le domaine de la sante. Mais en Eabsence de celle-ci, les risques se- 
ront certainement plus nombreux que avantages. 

Stephen Duckett agit comme conseiller-expert aupres d’EvidenceNetmrk.ca et a deja occupe le poste de 
president et de chef de la direction d’Alberta Health Services. 

(octobre 2014) 

Une version de ce commentaire est parue dans Le Soleil. 
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CChapter 4: Health is More Than Health Care 



Poverty costs Canada billions of dollars every year 

Need for federal leadership on child poverty and inequity 



r 



John Millar and Laurel Rothman 



Here’s something Industry Minister James Moore should know, after making his remark 
that the federal government is not in the business of feeding Canada’s poor children. 
Every year, Campaign 2000, a non-partisan public education movement to build aware- 
ness around poverty issues in Canada, releases a report on the state of our country’s 
children. It doesn’t paint a rosy picture. 

This year’s report shows that child poverty in Canada continues at a high and unac- 
ceptable level, with income inequality continuing to grow. Most provinces and all three 
territories have recognized this as a crisis, and have put in place poverty reduction 
plans. Unfortunately, the federal 
government has yet to come to 
the table — or create a poverty 
reduction plan of its own — de- 
spite numerous recommenda- 
tions from its own reports to do 
just that. 

There’s one thing we know for 
certain: Poverty and inequality 
have a devastating effect on chil- 
dren and families. 

Poverty means living with 
constant worry about having 
enough healthy food to eat, 
adequate housing, clothing, not 
to mention time to get outside, 
to exercise and to socialize with 
friends and relatives. This ap- 
plies not only to those living on 
incomes in the poorest 10 per 
cent but also to those at each rung up the income scale; the middle class experiences 
more stress, a higher prevalence of disease and earlier death than high earners, while 
those with low incomes and living in poverty suffer most of all. 

Here’s what the evidence tells us. The stress of worrying about the basics of life lowers 
the body’s defences against disease. As a result, we see a higher and increasing preva- 
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lence of all disease (obesity, diabetes, heart disease, stroke, cancer, lung disease, mental 
illness, addictions and others) among those who are worse off, right across the income 
gradient. 

Children who go to school hungry and whose parents are under constant stress tend 
not to learn well and so become discouraged and leave school early They then are often 
doomed to repeat the poverty cycle with low-paid work, chronic unemployment and 
a greater likelihood of becoming involved in crime and drug addiction as well as early 
pregnancy 

Data consistently show that poverty destroys opportunity and causes worse health out- 
comes. The poorer you are the more likely you will die early. 

Why do we continue to have so much child and family poverty and inequality in a 
wealthy country like Canada? 

In the late 80s, in Canada, as in many developed countries, the trend began toward 
smaller government, lower taxes, fewer social supports, privatization and a reliance on 
continued economic growth with “trickle down” economics to “raise all boats.” The 
result has been a flattening of income tax with greater relief for the wealthy, fewer so- 
cial supports in the way of welfare rates, child benefits, employment insurance (El) and 
other income supplements for the poor, and inadequate government investments in 
social housing, child care and development, education and skills training. 

Despite decades of economic growth, benefits have not “trickled down” — almost 40 
per cent of poor children have at least one parent working full time; in many families, 
parents hold down several low-paid jobs to try to make ends meet. While the income 
of low and middle income workers has stagnated, the very wealthy continue to increase 
their share of the pie. 

This is an urgent issue for Canadians. More sick people means health care costs go up 
and more are dying at an earlier age. And more disease means workforce productivity is 
lowered and economic growth is threatened. 

Taxpayers 5 dollars (federal, provincial and local) are being wasted. Research by econo- 
mists for the Ontario Association of Food Banks demonstrates that the cost of poverty 
in Canada is between $72 and $86 billion annually (health care, soup kitchens, shelters, 
police, corrections). Poverty could be eliminated for just a fraction of this amount. 

We know what is needed to reduce poverty: increase pay for low-wage workers (a living 
wage); increase welfare rates, El and child benefits; provide universal subsidized child 
care; invest in social housing, education and skills training; improve health care access; 
and specifically focus on First Nations 5 issues. 

We also know how this could be funded: restore more progressive income taxation, re- 
duce the tax breaks, loopholes and offshore shelters for the wealthy, and ensure that our 
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natural resource revenue is used to improve the well-being of all. 

We know what the problems are, we know what to do about them and we know how to 
fund the needed changes. It is now time for the federal government to show true lead- 
ership and work with the provinces, civil society and the corporate sector to implement 
a comprehensive poverty reduction plan for Canada. 

John Millar is an expert advisor with EvidenceN etwork. ca> a clinical professor emeritus at the Uni- 
versity of British Columbia , and he is on the First Call Coordinating Committee. Eaurel Eothman 
works at Family Service Toronto where she coordinates Campaign 2000: End Child Poverty in 
Canada. 

(December 2013) 

A version of this commentary appeared in iPolitics.ca , the Hill Times and Ottawa Efe. 
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Growing demand on need to tackle income inequality 

So, what’s a fair wage ratio between the highest paid employee and the lowest? 



r 



Ryan Meili 



A disturbing but fleeting fact graced the news of the day on Jan. 2 this year. As of 1:11 
a.m., top CEO compensation had exceeded what the average Canadian worker would 
earn all year. That average Canadian earned just under $47,000 in 2012. It took the top 
100 CEOs of Canada just over a day and a half to earn the same amount. 



One thing growing inequal- 
ity certainly undermines is our 
health. 

Greater levels of income in- 
equality lead to worse health 
outcomes. This is most true for 
those who, as Pope Francis said 
in his recent letter, “must be 
content with the crumbs.” Peo- 
ple living in poverty suffer from 
far higher levels of illness, often 
having life expectancies 20 or 
more years less than the wealthi- 
est members of society. 




This gross inequality merits a brief mention, but tends to be forgotten as quickly as a 
New Year’s resolution. It’s hard to imagine anyone thinking this situation is fair, that 
the work of a CEO is over 200 times more important than that of other Canadians. 
Indeed, a 2012 poll showing over 70 per cent of Canadians believing that income in- 
equality, now growing faster in 
Canada than the United States, 
presents a serious problem that 
undermines Canadian values. 



The ill health effects of inequal- 
ity don’t rest entirely with the 
poor, however. As Richard Wilkinson and Kate Pickett pointed out so well in their 2009 
book, The Spirit Level, there’s something about living in a country that is less equal that 
harms the physical and mental health of everyone in society, even those at or near the 
top of the socio-economic scale. 



Whether it’s higher levels of crime, a greater burden on social structures, or simply the 
toxic stress of constant competition, there’s something about high levels of inequality 
that damages us all. 



U.S. President Obama has called inequality, now reaching levels in his country not seen 
since just before the Great Depression, the “defining challenge of our time.” Even 
Canada’s Federal Finance Committee has released a report raising concerns about this 
issue and calling for some (albeit minor) changes to our income tax and benefit system 
to help offset inequality. 

However much attention this issue merits, there is an inconvenient truth that few in the 
realm of politics are willing to discuss. To deal with income inequality, and thus prevent 
the economic and social harms it causes, some people have to be paid less than they’re 
currently earning and some people more. The incomes of those at the top of the scale 
and those at the bottom aren’t going to magically gravitate toward one another. 

There needs to be a conscious decision, before or after taxes, to increase equality. 

Perhaps this uncomfortable fact explains the fleeting attention paid to the whopping 
salaries of the top earners relative to the rest of us. Despite the growing chorus of con- 
cern, governments have been loath to legislate increased wages or even to effectively tax 
executive compensation (much of the pay of the highest earning CEOs is in stock op- 
tions which are taxed at a lower rate than cash income). The flattening of tax rates and 
a laissez-faire approach to the economy are simply too sacrosanct to address, even in 
the face of mounting evidence of their harm. 

Recognizing this intransigence on the part of the elected, one new organization, Wage- 
Mark, is taking the case to the companies and the consumers themselves. Along the 
lines of Certified Fair Trade or Certified Organic, they offer a means to see, right on the 
packaging, the equality ethic of a company. Certified WageMark businesses have a maxi- 
mum of 8:1 ratio between the highest paid employee and the lowest. To contrast that 
with the current situation, the second-highest paid CEO in the country in 2012 earned 
500 times the national average wage, and over 1,000 times that of someone earning 
minimum wage. They’re a long way off the mark. 

It’s a novel idea, and only time will tell if it catches on, but there’s one thing working in 
its favour. While ballooning CEO salaries have never been shown to boost company 
performance, reputation certainly has. If the growing attention to income inequality 
translates into consumer demand, then company policies will follow. And consumers 
are voters, so if the message resonates at the till, it may resonate at the ballot box as 
well. 

Ryan Meili is an expert advisor with EvidenceN etwork. ca, a Saskatoon family doctor and the direc- 
tor of Upstream, a new, national non-profit dedicated to improving health outcomes by addressing the 
social determinants of health. 

(January 2014) 

A version of this commentary appeared in the Vancouver Province, iPolitics.ca and the Sas- 
katoon Star Phoenix. 
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How an inadequate minimum wage is linked to poorer health out- 
comes — for everyone 



r 



Gary Bloch 



At some point of almost every day in my office, I feel frustrated and powerless. At that 
moment, I find myself standing with my patient on the edge of a chasm: ill health lies 
in the crevasse below, good health lies on the other side. And we cannot, between us, 
build the bridge to get across. We know what that bridge looks like, but we do not have 
the materials to build it. 

I have stood at that edge with Fatima, a single mother with two kids in school, who 
works at Tim Horton’s full time, for minimum wage, at $10.25 an hour. She suffers 
from low back pain and arthritis. She can barely pay her rent. She has no time to see a 
chiropractor, to exercise. She 
can’t afford medications to treat 
her pain. She often has trouble 
feeding her family at the end 
of the month and eats less her- 
self to make sure her kids get 
enough. 

What she needs to build her 
bridge is clear: a higher income. 

She could build it if the mini- 
mum wage was set to bring her 
over the poverty line. That she 
has to live in this way with a 
full-time job, in a wealthy coun- 
try, is a tragedy. That we set our 
minimum wage to benefit, first, 
companies’ bottom lines, and 
not to ensure low-wage workers 
are able to stay healthy and to 
afford the basics of food, shel- 
ter, clothing and other necessities, is both a tragedy and a public health travesty. 

The health evidence is clear: Fatima and her children are at extremely high risk of de- 
veloping health problems, such as diabetes, heart disease, cancer and mental illness, all 
due to their inadequate income. I cannot prescribe drugs to alleviate that risk. 

People like Fatima who live at low incomes live shorter lives, with more disability. Their 
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work is more precarious, and they tend to have worse working conditions that place 
them at higher risk of illness and injury. 

And this is where our elected officials can act like doctors, by bringing an evidence- 
based approach to improving health and well-being to the forefront of their decision- 
making. In societies with less poverty and with less inequality, the evidence shows that 
everyone is healthier, even the well off. Our governments can continue to legislate pov- 
erty and ill health, or they can build legislative bridges to a healthier life for everyone. 

These bridges are made of policies that ensure a livable income for everyone in Canada, 
including a minimum wage that brings workers above the poverty line and social as- 
sistance rates that enable people to pay the rent and eat a basic healthy diet. They are 
also made of policies that allow people to participate in society and protect their health, 
such as affordable child care and universal pharmacare. 

And this approach makes economic sense: a 2008 study by the Ontario Association 
of Food Banks estimated poverty adds over $7 billion to Canadian health care costs 
every year. The overall cost of poverty in Canada, to the public and private spheres, is 
estimated at up to $85 billion per year. Analysts have demonstrated that programs to 
alleviate poverty can pay for themselves through, for example, increased tax revenues, 
reduced health costs, lower crime and increased productivity. 

Policies that pay for themselves, increase economic output and improve health? These 
are the prescriptions I’d like to see written. And these are the bridges my patients need 
built. 

Gary Bloch is a family physician with St. Michael’s Hospital in Toronto , a founding member of 
Health Providers Against Poverty, and an expert advisor with EvidenceNetwork.ca. 

(January 2014) 

A version of this commentary appeared in the Globe and Mail, the Hill Times and the 
Daily Gleaner. 
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Un salaire minimum insuffisant conduit a de pietres res u I tats en 
matiere de sante : un constat universel 

La pauvrete coute jusqu’a 1 7 milliards de dollars par an au Quebec 



c 



Gary Bloch 



) 



Presque tous les jours, dans mon bureau, il arrive un moment ou je me sens frustre et 
impuissant. A cet instant, c’est comme si je me trouvais au bord d’un gouffre en compa- 
gnie de mon patient, contemplant la maladie au fond du precipice et la sante, de l’autre 
cote. Et nous ne parvenons pas, lui et moi, a batir cette passerelle qui nous permettrait 
de traverser. Nous savons a quoi elle ressemblerait, mais nous n’avons pas les materiaux 
requis pour la construire. 




Ce dont Fatima a besoin pour 
eriger sa passerelle est simple : 
un meilleur salaire. Elle pourrait 
la batir si le salaire minimum 
etait suffisamment eleve pour se 
hisser au-dessus du seuil de pau- 
vrete. Le fait qu’elle vive de cette 
fa^on, alors qu’elle travaille a temps plein, dans un pays riche, est tragique. Le fait qu’on 
fixe le salaire minimum en fonction de la marge de profit des entreprises, sans mesure 
destinee a faire en sorte que les travailleuses et les travailleurs a bas salaire puissent 
conserver une bonne sante et satisfaire des besoins de base comme la nourriture, le 
logement, l’habillement et d’autres necessites, est a la fois une tragedie et un travestisse- 
ment de la sante publique. 



Ce gouffre, je l’ai contemple avec 
d’age scolaire, qui travaille a plein 
a-dire 10,15$ l’heure. Fatima 
souffre de maux de dos et d’ar- 
thrite. Elle arrive tout juste a 
payer son loyer. Elle n’a pas le 
temps de voir un chiropraticien 
ni de faire de l’exercice. Elle n’a 
pas les moyens de s’acheter des 
medicaments antidouleur. Sou- 
vent, elle peine a nourrir sa fa- 
mille a la fin du mois, se privant 
pour que ses enfants mangent a 
leur faim. 



Fatima, une mere monoparentale avec deux enfants 
temps chez Tim Hortons, au salaire minimum, c’est- 



Sur le plan de la sante, le constat est clair : Fatima et ses enfants courent un risque extre- 
mement eleve de connaitre des problemes de sante tels que le diabete, des maladies du 
coeur, un cancer ou des problemes de sante mentale, tous attribuables au faible revenu 
de la famille. Quel medicament pourrais-je prescrire pour attenuer ce risque? Aucun. 

Les gens qui subsistent sur un faible salaire, comme Fatima, vivent moins longtemps et 
souffrent davantage d’incapacite que le reste de la population. Us occupent bien souvent 
un emploi precaire et leurs conditions de travail sont mediocres, ce qui les expose a un 
risque plus eleve de maladie et de blessure. 

Voila l’aspect sur lequel nos elus pourraient agir a la fa^on des medecins : en se fondant 
d’abord et avant tout, pour prendre des decisions, sur des donnees probantes en matiere 
d’amelioration de l’etat de sante et du bien-etre. Dans les societes ou il y a moins de 
pauvrete et moins d’inegalites, il est prouve que l’etat de sante de la population dans son 
entier est meilleur, meme chez les bien nantis. Nos gouvernements ont un choix : conti- 
nuer de legiferer sur la pauvrete et la maladie ou eriger des passerelles legislatives afin 
que le plus grand nombre vivent en bonne sante. 

Ces passerelles se construisent a partir de politiques qui garantissent un revenu conve- 
nable a l’ensemble de la population du Canada et du Quebec, dont un salaire minimum 
permettant de vivre au-dessus du seuil de pauvrete, ainsi que des prestations sociales 
suffisantes pour payer le loyer et manger sainement. Elies sont faites aussi de politiques 
qui permettent aux gens de participer a la vie sociale et de preserver leur sante, comme 
des services de garde abordables et un regime universel d’assurance medicaments. 

L’approche est avantageuse sur le plan economique : le Centre d’etude sur la pauvrete 
et l’exclusion evalue en effet a 1 7 milliards de dollars par an les couts de la pauvrete 
seulement pour le Quebec. Selon ses conclusions, le fait de hausser les salaires du quin- 
tile inferieur au meme niveau que ceux du quintile suivant permettrait a cette province 
d’epargner 1,7 milliard de dollars en soins de sante. Les analystes ont demontre que les 
programmes de reduction de la pauvrete sont rentables, notamment grace a l’augmenta- 
tion des recettes fiscales, a la diminution des couts de la sante, a la baisse de la criminali- 
te et a l’accroissement de la productivity 

Des politiques rentables, un meilleur rendement economique, une amelioration de la 
sante de la population? Qui dit mieux? Voila les ordonnances que j’aimerais voir rediger. 
Voila les passerelles dont mes patientes et mes patients ont besoin. 

Gary Bloch est medecin de famille au St. Michael's Hospital de Toronto, membre fondateur de P asso- 
ciation Health Providers Against Poverty et expert-conseil aupres d’EvidenceNetmrk.ca. 

(janvier 2014) 

Une version de ce commentaire est parue dans Le Huffington Post Quebec et 1’IRIS. 
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Social policies must catch up with science 

Epigenetics shows how social and physical environments influence genetic development 



r 



Elizabeth Lee Ford Jones 



We are not our genes. 

The choices we make, from breakfast to bedtime, reshape our gene expression, mould- 
ing us into the people we are. Living an active life of purposeful activity with social 
support, eating nutritiously and sleeping well in a safe place to call home can reduce our 
risk of a host of diseases. 

But more important than whether we make healthy choices is whether we can make 
them. Right now, many Canadians are struggling to make healthy choices for themselves 
and their families. 

The late Clyde Hertzman, re- 
cipient of the Order of Canada 
for his groundbreaking work on 
early childhood development, 
said that much of childhood 
risk is preventable. At the an- 
niversary of Hertzman’s death 
this month, we must remember 
the powerful legacy he left be- 
hind; namely, his constant belief 
that by caring for children we 
can change schools, neighbour- 
hoods, communities and cit- 
ies — we can change the world. 

Each child is born with 100 bil- 
lion neurons, neither branched 
nor connected, with time sensi- 
tive windows of optimal oppor- 
tunity. 

We are, as you read this, building brains in our communities. 

We can build good brains or bad ones, and the experiences available in the first 1,000 
days of life have an enormous impact. Hence the importance of the early years: cud- 
dling, singing, reading and an early tuck in to bed every night. The building blocks also 
stack and form in middle childhood and adolescence. 



f * THE ENVIRONMENT WE ARE I N TU RNS 
OUR GENES OFF OR ON. EPIGENETICS, 
THE STUDY OF CHANGES TO OUR GENES 
THAT OUR CHILDREN, AND THEIR 
CHILDREN, COULD INHERIT, SHOWS US 
THAT GENES CAPTURE INFORMATION 
FROM ENVIRONMENTAL EXPOSURES. 
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The environment we are in turns our genes off or on. Epigenetics, the study of chang- 
es to our genes that our children, and their children, could inherit, shows us that genes 
capture information from environmental exposures. 

If the DNA is the hard drive, epigenetics is the operating system. 

Consider the stress hormone cortisol, which is bad for the brain in excessive amounts: 
it switches genes off or on through specific receptors, such as those in the memory 
and learning centre, the hippocampus. The stress hormone receptor turns on or off 
depending upon the quality of care giving. When the cortisol is activated too often and 
there is no responsive adult to balance out that stress, it becomes toxic. 

Poverty, neglect, family violence and substance abuse can expose children to toxic stress 
that changes their bodies and increases their likelihood of having many problems later 
in life, including early pregnancy, heart disease, asthma and cancer. 

Researchers understand these processes well. The evidence that experience moulds our 
biology is undeniable, and prevention must occur in the homes of children, in the poli- 
cies created in the halls of government and in society at large. But the paths to Queen’s 
Park and Parliament Hill, where decisions are made, do not often cross through Can- 
ada’s many impoverished neighbourhoods, such as Toronto’s Regent Park, Jane and 
Finch and Scarborough, where healthy food is often scarce, and safe, affordable hous- 
ing is hard-won. Closer to the city’s borders, public transit is sorely lacking. 

One in 2.9 Torontonians lives in a poverty postal code, according to the Toronto Com- 
munity Foundation. These Canadians and others like them suffer from inadequate 
transit, safety, affordable housing and a lack of subsidized healthy food. For example, 
Regent Park didn’t even have a grocery store until a few years ago. 

Clyde Hertzman once said that neuroscience has caught up with social epidemiology. 
Unfortunately, our social policies have not caught up with these powerful sources of 
evidence, which have shown us the bonds between environment and health. 

There is a fundamental disconnect between the parents most in need, who struggle 
each day to build the brains of their children and to keep them fed, and the policy-mak- 
ers who decide how many building blocks to hand over for the task. 

Canada invests too many resources into complex care — treating people once they’re 
already sick — and too few into the factors that keep them healthy in the first place, 
starting in the first years of their lives. 

A civil society requires a safe, supportive and affordable life for families, for optimal 
parenting that gives every child a chance in life. 

Dr. Elizabeth Tee Ford-Jones is an expert advisor with EvidenceN etwork. ca, a pediatrician special- 
ising in social pediatrics, a Project Investigator at SickKids and a professor in the department of Pae- 
diatrics at the University of Toronto. 
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The above represent the opinions of Dr. Tee Ford-Jones and not necessarily the official positions of 
either The Hospital for Sick Children or the University of Toronto. 

(February 2014) 

A version of this commentary appeared in the Huffington Post and the Guelph Mercury. 
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II faut que les politiques sociales rattrapent la science 

L’epigenetique confirme I’ incidence du milieu social et physique surie developpement genetique 



Elizabeth Lee Ford Jones 



Un etre vivant ne se resume pas a la somme de ses genes. 

Du petit-dejeuner au coucher, nos choix modifient constamment l’expression de nos 
genes et fa^onnent notre etre. Le fait de mener une vie active et utile, d’etre entoure, de 
bien s’alimenter et de pouvoir dormir en securite chez soi contribue a reduire le risque 
de souffrir d’une foule de maladies. 

Savoir faire des choix sante est important, certes, mais pouvoir les faire l’est encore 
davantage. En ce moment meme, au Canada et au Quebec, un grand nombre de per- 
sonnes doivent se demener pour y parvenir, pour eux-memes et pour leurs families. 

Le defunt Clyde Hertzman, reci- 
piendaire de l’Ordre du Canada 
pour ses travaux avant-gardistes 
sur le developpement des jeunes 
enfants, pensait qu’on pouvait 
prevenir une bonne part des 
risques durant l’enfance. A l’ap- 
proche de l’anniversaire de son 
deces, le 8 fevrier, il convient 
de rappeler le precieux heritage 
qu’il nous a laisse, soit la convic- 
tion inebranlable qu’il est pos- 
sible — si l’on prend bien soin 
des enfants, de transformer les 
ecoles, les quartiers, les milieux 
de vie et les villes — de trans- 
former le monde. 




Chaque enfant possede a la nais- 
sance 100 milliards de neurones 
non encore actives ou connec- 
ts, dont le fonctionnement depend de conditions optimales a certaines epoques de la 
vie. 



Pendant que vous lisez ces lignes, des cerveaux sont en train de se construire dans nos 
communautes. 
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On peut construire de bons ou de mauvais cerveaux; les experiences vecues durant les 
mille premiers jours de l’existence ont une incidence enorme. D’ou l’importance, des les 
premieres annees, de cajoler son enfant, de lui chanter des comp tines, de lui lire des his- 
toires et de le border chaque soir. Tels des blocs de construction, ces experiences conti- 
nueront de s’empiler et de s’emboiter pendant l’enfance et l’adolescence. 

Notre milieu influe sur nos genes : il les active ou les desactive. L’epigenetique, l’etude 
des changements genetiques susceptibles d’etre herites par nos enfants et par leurs 
propres enfants, nous enseigne que les genes captent l’information decoulant de notre 
exposition a notre environnement. 

Si l’ADN forme le disque dur, l’epigenetique correspond au systeme d’exploitation. 

Pensons a l’hormone du stress, le cortisol, nocif pour le cerveau lorsqu’il est secrete en 
trop grande quantite. Le cortisol active ou desactive les genes par le biais de recepteurs 
precis, tels que ceux qu’on trouve dans l’hippocampe, centre de la memoire et de la 
connaissance. La qualite des soins determine si un recepteur s’activera ou se desactivera. 
Lorsqu’il est secrete trop souvent et qu’aucun adulte n’agit pour temperer le stress, le 
cortisol devient toxique. 

La pauvrete, la negligence, la violence familiale et la toxicomanie peuvent exposer les 
enfants a un stress toxique. Ce stress transforme leur organisme et augmente leurs 
chances de connaitre une foule de problemes plus tard dans la vie : grossesse precoce, 
maladie du cceur, asthme ou cancer. 

Les scientifiques comprennent bien les processus en jeu. Les preuves confirmant que 
l’experience fa^onne la biologie sont indeniables. La prevention doit passer par le mi- 
lieu familial, les politiques gouvernementales et la societe dans son ensemble. Or les 
chemins menant vers l’Assemblee nationale et la Colline du Parlement, ou se prennent 
les decisions, ne traversent pas souvent les quartiers pauvres. C’est le cas de l’arrondis- 
sement Hochelaga-Maisonneuve a Montreal, ou les aliments sante subventionnes sont 
trop souvent rares et ou il est difficile de trouver un logement securitaire a un prix abor- 
dable. 

Montreal affiche les taux de pauvrete les plus eleves parmi les villes canadiennes : en 
2001, il atteignait 22,2 pour cent selon les statistiques du recensement. Trois-Rivieres et 
Quebec s’en tirent a peine mieux. Dans ces centres, un grand nombre de travailleurs et 
de travailleuses pauvres n’ont pas acces a un moyen de transport adequat, a la securite, a 
un logement abordable ou a des aliments sante subventionnes. 

Clyde Hertzman a, un jour, declare que les neurosciences avaient rattrape 
l’epidemiologie sociale. Malheureusement, nos politiques accusent du retard par 
rapport a ces sources de donnees irrefutables qui confirment les liens entre sante et 
milieu de vie. 
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Un monde separe les parents les plus demunis, qui se debattent quotidiennement pour 
nourrir leurs enfants convenablement et aider leur cerveau a se construire, et les pou- 
voirs publics, charges de determiner combien de blocs on remettra aux parents pour 
accomplir cette tache. 

Nous investissons trop d’argent dans les soins complexes (pour traiter les gens une fois 
qu’ils sont tombes malades) et trop peu dans les conditions propices au maintien d’un 
bon etat de sante, qui doivent etre en place des les premieres annees de l’existence. 

Toute societe doit offrir aux families un cadre de vie securitaire, favorable et accessible, 
pour que les parents puissent jouer pleinement leur role et les enfants, avoir un bon de- 
part dans la vie. 

La Dre Elizabeth Lee Ford Jones . pediatre et experte-conseil aupres d’EvidenceNetmrk.ca , se specia- 
lise dans le domaine de la pediatrie sociale. Elle dirige un programme de recherche au Hospital for Sick 
Children et enseigne au departement de pediatrie de I’Universite de Toronto. 

Les opinions exprimees ici sont celles dEli^abeth Lee Ford Jones et ne refletent pas necessairement les 
positions officielles du Hospital for Sick Children et de I’Universite de Toronto. 

(fevrier 2014) 

Une version de ce commentaire est parue dans Le Huffington Post Quebec. 
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Refugee decision a victory for compassion and common sense in 

Canadian health care 



Ryan Meili 



On June 18, 2012, 1 joined dozens of health care providers and concerned citizens in 
Saskatoon for the 1st National Day of Action against the cuts to the Interim Federal 
Health (IFH) program, which then offered health coverage to refugees in Canada. 

Health providers in scrubs and lab coats, sporting stethoscopes and placards with slo- 
gans, marched in similar demonstrations across the country. I remember being struck 
then by the fact that 50 years earlier in Saskatoon, doctors had gone on strike in opposi- 
tion to the introduction of universal health insurance. Now here was a movement of 
physicians and other health professionals taking to the streets to defend universal care 
for the most vulnerable. 

On July 4, the Federal Court of 
Canada ruled that the Conserva- 
tive government’s 2012 cuts to 
health care for refugees were 
unconstitutional, going against 
Section 12 of the Charter of 
Rights and Freedoms which for- 
bids “cruel and unusual punish- 
ment.” 

The court ruling is a victory for 
refugees and those that work 
with them, and more generally 
for compassion and common 
sense. But it is also a victory for 
a generation of newly politi- 
cized health care providers in 
Canada who fought to reverse 
the deplorable change in policy 
from day one. 

Canada has long been known as a safe-haven for refugees from around the world. For 
the past 50 years, refugees arriving here received access to health care services, including 
coverage for dental care, optometry and prescription medications. Given that people 
fleeing violence and oppression often emerge from long periods in refugee camps 
where no medical care is readily available, they typically have higher levels of illness. 




In providing for this vulnerable population, the IFH coverage reflected a kind and wise 
approach to health care Canadians of which Canadians were rightly proud. 

In 2012, however, the federal government, under then Minister of Citizenship and Im- 
migration Canada Jason Kenney, made sweeping cuts to the coverage, drastically reduc- 
ing services for all categories of refugees (though they were eventually reinstated for 
government-assisted refugees), and completely eliminating health services for certain 
categories except in cases of public health risk. 

This meant that a refugee with tuberculosis might receive treatment, but not one who 
had diabetes or one who was having a heart attack. 

The rationale given for these cuts was that they would make the system fair, improve 
public health and decrease costs. It’s difficult to imagine something less fair than deny- 
ing health services to someone who has just escaped oppression and violence. As for 
protecting public health and saving costs, denying people primary care means they are 
more likely to present in our health care system later and when they are sicker. A sicker 
patient poses greater risk to those around them (for example, if they have an infectious 
illness), and treating more severe or worsened conditions costs more too. 

The evidence of the human cost of denying a vulnerable population essential care came 
quickly, with stories of pregnant women being turned away from receiving prenatal 
care, cancer patients being denied medications necessary for their treatment, and chil- 
dren with asthma not having access to their inhalers. Already, just two years in, the eco- 
nomic costs of this decision are also becoming apparent, with a study from Toronto’s 
Sick Kids Hospital , showing increased admissions and overall costs for caring for chil- 
dren since the cuts. 

The reaction the medical community and other health professionals had to the IFH 
cuts, however, is encouraging. Their opposition was not limited to individual activists, 
but included official bodies such as the Canadian Medical Association, the Canadian 
College of Family Physicians, the Canadian Nurses Association, Canadian Pediatric 
Society, Canadian Bar Association, the Royal College of Physicians and Surgeons and 
many others. 

Doctors for Refugee Care , an organization founded in response to the IFH cuts, took 
the lead on organizing the resistance from the medical community. They maintained 
consistent pressure through demonstrations, direct action techniques such as having 
physicians interrupt announcements by Conservative MPs to voice their opposition to 
the cuts, and through more official channels, including initiating the charter challenge 
that led to last week’s Supreme Court ruling. 

Despite the outcry from health care providers, dozens of organizations and even pro- 
vincial governments of different political stripes, the Conservative government dug in 
its heels on these cuts. Hopefully this ruling will finally result in the reinstatement of 
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the IFH program. 

This week’s decision is a victory for common sense and compassion in Canadian health 
care. It’s also a sign of a new leadership emerging from within the health professions. 
Health professionals are becoming more vocal in advocating for better health policy, 
whether it be in health services to populations in need, or in promoting policies that 
address the upstream factors that determine those health outcomes, as we see from 
groups such as Ontario’s Health Providers Against Poverty . 

This renewed focus on health for all, led by trusted voices from the people whose work 
it is to fight illness, bodes well for politics and broader well-being in Canada. 

Dr. Rvan Meili is an expert advisor with EvidenceN etwork. ca> a medical doctor ; and the author of A 

Healthy Society. 

(July 2014) 

A version of this commentary appeared in iPolitics.ca , the Winnipeg Free Press and the 
Medical Post. 
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Why our governments need to address poverty now 



c 



John Millar 



D 



Canadians might be surprised to learn that 86 families now hold more wealth than the 
poorest 11.4 million Canadians. Is this a Canada to be proud of? Hardly. 

According to many studies, the Canadian poverty rate remains high. A recent OECD 
report shows that the very rich are taking an ever greater share of income. And a new 
study from three leading Canadian academics shows the rich obscure the total extent 
of their individual wealth through private companies, which means they are even richer 
than we thought. 

Why should we care? 

Because poverty and inequities 
hurt all of us in the long run. 

They erode social cohesion and 
create a burden on all taxpayers 
to pay for poverty reduction, 
health care services, unemploy- 
ment, crime and homelessness. 

Our economic system and well- 
being are at risk of serious de- 
terioration unless we take action 
now. 

Here’s what the evidence says 
about the devastating outcomes 
of poverty: poorer health, more 
chronic disease, more avoidable 
deaths, social injustice, increas- 
ing demand and costs for health 
care services and reduced pro- 
ductivity of the workforce. On 
a large scale and over the long- 
term, inequality can also slow the economy and erode democracy, political and social 
stability. 

Those in the bottom half of the economic pecking order with stagnant incomes grow 
resentful, envious, hopeless and distrustful of business leaders and governments. And 
so we have social unrest such as the Occupy movement. 
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How did we get here? 

For years, most Canadian governments have followed an agenda based on austerity. 
They have lowered taxes and cut social programs to balance budgets with a focus on 
economic growth and “trickle down” economics. The 2014 report of the Office of the 
Parliamentary Budget Officer shows that cuts to income tax, GST, corporate taxes and 
others amount to governments having $30 billion less to spend per year. For the most 
part, this has meant fewer income supports for the poor and inadequate investments in 
social housing, early child development, education, health care and infrastructure de- 
velopment (with the exception of the federal stimulus program in response to the 2008 
recession). 

The wealthy have become wealthier with the help of a higher rate of returns on capital 
(over incomes), tax breaks for capital gains and wealthy estates and inadequately con- 
trolled offshore banking. 

Economist superstar Thomas Piketty points out that these flaws in our economic sys- 
tem are not a reason to abandon the system itself, which has also led to abundant in- 
novation and wealth creation. The solution is rather to moderate the excesses of the 
system so that prosperity is more equitably shared by the entire population. Even the 
IMF, which has pushed austerity agendas for decades, has recently stated that growing 
inequity is bad for economies and judicious redistribution is beneficial for economic 
growth. 

Research has shown that countries such as Iceland, Poland and Sweden, which have in- 
vested in social programs like health and education in the last decade, have made better 
recoveries following the recession than those that followed an “austerity” agenda. 

Economists call what we need “a judicious redistributive approach” — that is, to raise 
government revenues via natural resources, taxes on the wealthy (income, estates, capi- 
tal), regulation of offshore tax havens and taxes on externalities, such as pollution, 
tobacco, alcohol and sugar. Governments should direct these revenues toward social 
investments such as income support, education, health care and infrastructure. 

The business community also has a role. Businesses can help reduce poverty and inequi- 
ties by paying their share of corporate taxes and having a triple bottom line — people, 
planet and profits — with a living wage for their staff, co-ownership and profit sharing 
policies. The public as consumers can vote with their wallets and support such progres- 
sive businesses. 

We are paying dearly for inaction. It would cost taxpayers less to eradicate poverty than 
to continue to pay for poverty-related policing, corrections, housing and health care. 

In B.C., the estimated cost to implement a poverty reduction plan is $4 billion annually, 
according to the Canadian Centre for Policy Alternatives. Right now, poverty costs the 
province up to $9.2 billion per year. Businesses and governments must take measures 
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now to reduce poverty and inequities. It is time for concerned citizens to demand ac- 
tion. 

John Millar is an expert advisor with EvidenceNetwork.ca and a clinical professor at the School of 
Population and Public Health, University of British Columbia. He is also the vice president of the 
Public Health Association of B.C. (PHABC). For more information, please see the PHABC’s posi- 
tion statement on poverty and inequity. 

(August 2014) 

A version of this commentary appeared in the Vancouver Province, the New Brunswick Tele- 
graph Journal and the Huffngton Post. 
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Pourquoi nos gouvernements doivent s’attaquer des maintenant 

a la pauvrete 



John Millar 



Les Canadiens pourraient etre surpris d’apprendre que 86 families detiennent au- 
jourd’hui a elles seules une plus grande part de la richesse que les 11,4 millions de Cana- 
diens les plus pauvres. Y a-t-il de quoi etre fier de ce Canada ? Loin de la. 

Selon de nombreuses etudes, le taux de pauvrete au Canada demeure eleve. Un recent 
rapport de l’OCDE indique que la part des revenus dont beneficient les nantis a encore 
augmente. Et une nouvelle etude realisee par trois importants chercheurs canadiens re- 
vele que les riches dissimulent l’ampleur reelle de leurs avoirs individuels au moyen de 
societes privees, ce qui signifie qu’ils sont encore plus riches que nous le croyions. 

Pourquoi devrions-nous nous 
preoccuper de cette situation ? 

Parce qu’a long terme, la pau- 
vrete et les inegalites font du 
tort a l’ensemble d’entre nous. 

Elles erodent la cohesion sociale 
et augmentent le fardeau de tous 
les contribuables, qui doivent as- 
sumer les couts de la reduction 
de la pauvrete, des services de 
sante, du chomage, de la crimi- 
nalite et de l’itinerance. 

Notre systeme economique et 
notre bien-etre risquent de subir 
une deterioration grave si nous 
ne reagissons pas rapidement. 




Voici ce que les donnees in- 
diquent en ce qui a trait aux 
consequences desastreuses de 
la pauvrete : une degradation de l’etat de sante de la population, un accroissement des 
maladies chroniques, un plus grand nombre de deces evitables, une augmentation des 
injustices sociales, une demande accrue de soins de sante et une hausse des couts de ces 
soins, et une reduction de la productivite de la main-d’oeuvre. Sur une vaste echelle et a 
long terme, les inegalites peuvent aussi entrainer un ralentissement de l’economie et un 
effritement de la democratic, et compromettre la stabilite politique et sociale. 
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Ceux qui se situent dans la moitie inferieure de la hierarchie economique et dont les re- 
venus stagnent eprouvent un ressentiment grandissant et sont de plus en plus envieux, 
perdent graduellement espoir et ont de moins en moins confiance en leurs dirigeants 
economiques et leur gouvernement. Cette situation donne lieu a des contestations so- 
ciales telles que le mouvement Occupons Wall Street. 

Comment en sommes-nous arrives la? 

Pendant des annees, la plupart des gouvernements canadiens ont applique une politique 
d’austerite. Us ont baisse les impots et effectue des compressions dans les programmes 
sociaux dans le but d’equilibrer leur budget, tout en se concentrant sur la croissance 
economique et en favorisant une economie fondee sur les effets de retombee. Le rap- 
port 2014 du Bureau du directeur parlementaire du budget indique que la reduction de 
l’impot sur le revenu, de la TPS et de l’impot des entreprises, entre autres, aurait pour 
effet de reduire de 30 milliards de dollars les recettes annuelles du gouvernement. Dans 
la plupart des cas, ce type de politiques a entraine une diminution de l’aide au revenu 
des personnes demunies ainsi que des investissements insuffisants dans le logement 
social, le developpement de la petite enfance, l’education, les soins de sante et les in- 
frastructures (le programme federal de stimulation economique mis en place au lende- 
main de la recession de 2008 fait ici figure d’exception). 

Les riches se sont enrichis grace a ^augmentation du taux de rendement du capital (sur 
les revenus), aux allegements fiscaux sur les gains en capital et les successions des mieux 
nantis et a une surveillance inadequate des activites bancaires extraterritoriales. 

Le tres renomme economiste Thomas Piketty fait remarquer que ces lacunes de notre 
systeme economique ne sont pas une raison d’abandonner le systeme lui-meme, qui a 
grandement favorise l’innovation et la creation de richesse. La solution consisterait plu- 
tot a moderer les exces du systeme pour que la richesse soit plus equitablement repartie 
dans l’ensemble de la population. Meme le FMI, qui a defendu les politiques d’austerite 
pendant des decennies, a recemment affirme que Taccroissement des inegalites etait 
mauvais pour les economies et qu’une judicieuse redistribution favorisait la croissance 
economique. 

Les recherches ont montre que des pays comme ITslande, la Pologne et la Suede, qui 
ont investi au cours de la derniere decennie dans les programmes sociaux tels que la 
sante et l’education, ont enregistre une meilleure reprise a la suite de la recession que 
ceux qui avaient adopte des politiques d’« austerite ». 

Pour designer ce dont nous avons besoin, les economistes parlent d ? « une approche 
judicieuse axee sur la redistribution », ce qui signifie un accroissement des revenus des 
gouvernements au moyen des ressources naturelles, de l’imposition des mieux nantis 
(revenus, successions, capital), de la reglementation des paradis fiscaux et de taxes sur 
les effets externes comme la pollution, le tabac, l’alcool et le sucre. Les gouvernements 
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devraient consacrer ces revenus a des investissements sociaux comme l’aide au revenu, 
Teducation, la sante et les infrastructures. 

Le milieu des affaires a lui aussi un role a jouer. Les entreprises peuvent aider a reduire 
la pauvrete et les inegalites en payant leur part d’impot, en misant sur un triple rende- 
ment (les gens, la planete et les profits), en offrant un salaire decent a leurs employes et 
en instituant des politiques de copropriete et de partage des profits. Les citoyens, en tant 
que consommateurs, peuvent voter avec leur portefeuille en soutenant les entreprises 
progressistes. 

Notre inaction nous coute tres cher. 11 serait moins couteux pour les contribuables 
d’eliminer la pauvrete que de continuer a payer pour les activites de maintien de l’ordre, 
les rectificatifs, le logement et les soins de sante decoulant de la pauvrete. En Colom- 
bie-Britannique, le cout estime de la mise en oeuvre d’un plan de reduction de la pauvre- 
te serait de 4 millions de dollars par an, selon le Centre canadien de politiques alterna- 
tives. A Theure actuelle, la pauvrete coute a la province jusqu’a 9,2 milliards de dollars 
par an. Les entreprises et les gouvernements doivent prendre sans tarder des mesures 
visant a reduire la pauvrete et les inegalites. II est temps que les citoyens preoccupes par 
cette situation exigent que leurs dirigeants passent a Taction. 

John Millar est expert-conseil a EvidenceN etwork. ca et professeur clinicien a PE cole de sante puhlique 
et des populations , a PUniversite de la Colomhie-Britannique. II est aussi vicepresident de P Associa- 
tion pour la sante puhlique de la Colomhie-Britannique (PHABC). Pour obtenir plus d* information , 
Use ^ Penonce de principe s de la PHABC sur la pauvrete et les inegalites (en anglais j. 

(aout 2014) 

Une version de ce commentaire est parue dans Le Droit et Le Huffington Post Quebec. 
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Just how many servings of fruits and vegetables should we eat a day? 

Digesting the evidence 



James McCormack 



Many organizations cook up recommendations for the number of fruit and vegetable 
servings you should eat every day Well known examples include Canada’s Food Guide, 
which says you need roughly seven to 10 servings, the American Heart Association, 
which recommends eight to 10, and the Harvard School of Public Health, which sug- 
gests somewhere between five and 13 servings of fruit and vegetables. While recipes 
and recommendations vary somewhat based on the specific food item, one serving is 
roughly equivalent to a half cup or 75 g. 

So just how many servings of fruits and vegetables should we eat a day? 

To add to the numbers 
game, the media has 
recently reported on 
two different studies 
examining the impact of 
fruit and vegetable con- 
sumption on mortality 
— with two quite dif- 
ferent conclusions. The 
first, from the journal of 
epidemiology and Commu- 
nity Health was reported 
as suggesting we need 
more than seven serv- 
ings of fruit and vegeta- 
bles a day while the sec- 
ond study published in 
the British Medical journal 
suggests five is enough. 

What gives? 

First, I think it’s important to clarify how nutrition studies are done. Studies that look 
at the impact nutrition has on mortality, cancer and cardiovascular disease are almost 
always cohort studies. This means 1000s of people are asked to fill out a questionnaire 
or are interviewed about their daily food intake and then researchers estimate the num- 
ber of servings per food type consumed on a daily basis. The same people are then fol- 
lowed for anywhere from five to 20 years and a comparison is made between the num- 
ber of servings of specific food items and the outcomes mentioned above. 

As I’m sure you can figure out, this type of study design could potentially lead to some- 
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what half-baked results because people are unlikely to be able to accurately recall their 
food intake and will often respond to questions in a way that makes them look as good 
as possible. Nutrition studies can also easily be influenced by confounding variables 
— people who eat more fruits and vegetables may also exercise more or smoke less. 

While researchers try to control for all of these factors, it is not possible to completely 
eliminate the problem. 

Nonetheless, let’s go with the assumption that the two most recently reported nutrition 
studies truly reflect a cause and effect relation between the number of servings of fruit 
and vegetables and mortality. So what did they actually reveal? 

Fortunately, the studies provide enough numbers to allow one to plot servings vs. 
mortality curves for both studies on a single graph. And here is where it gets interest- 
ing. While the media reported differing conclusions, surprisingly, the curves from the 
two studies when put on the same graph are almost super-imposable — you might say 
as similar as garbanzo beans and chickpeas. In other words, the only real difference 
between the study findings appears to be how the researchers and the media chose to 
report them. 

The graphs for both studies clearly show mortality steadily drops from a baseline of 
eating zero servings of fruits and vegetables down to five servings per day where a 
roughly 25 to 30 per cent relative reduction in mortality is seen. Once you get to five 
servings a day, the curves for both studies are basically as flat as a pancake, or in other 
words, no additional relevant reduction in mortality is seen as you further increase the 
number of servings of fruits and vegetables. 

Importantly, the data also clearly show you get a benefit even if you don’t eat five serv- 
ings a day. One serving a day gives you very roughly a 10 per cent relative mortality ben- 
efit, two servings, a 15 per cent benefit, three servings, a 20 per cent benefit, four serv- 
ings, a 25 per cent benefit — and then once you get to five servings, that is basically it. 

As further confirmation, an earlier study in 2013 from the Netherlands also shows ba- 
sically the same results. There are similar data for cardiovascular disease, and it is very 
unlikely that any single new study will substantially change these findings. 

So how many servings a day should you eat? Well if it was me, I would base it on the 
evidence, how much I like fruits and vegetables and overall, on how eating fruit and 
vegetables make me feel. In other words, use common sense. 

James McCormack is an expert advisor with EvidenceNetwork.ca and professor with the Vacuity of 
Pharmaceutical Sciences at the University of British Columbia. With Dr. Mike Allan . he hosts a 
weekly show — Best Science Medicine Podcast — that is regularly rated one of the top medical pod- 
casts from i Tunes ; also available at therapeuticseducation. org . 

(August 2014) 

A version of this commentary appeared in the Vancouver Sun , the Guelph Mercury and 
Epoch Times. 
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Combien de portions de fruits et de legumes devrions nous manger 

tous les jours? 



c 



James McCormack 



D 



Bon nombre ^organisations ont concocte des recommandations concernant le nombre 
de fruits et de legumes que nous devrions consommer quotidiennement. Parmi les 
exemples bien connus, on peut citer le Guide alimentaire canadien, qui recommande 
entre sept et dix portions, V American Heart Association, qui en recommande de 
huit a dix, et la Harvard School of Public Health, dont la recommandation se situe 
entre cinq et treize portions. Bien que les recettes et recommandations varient quelque 
peu selon bailment, une portion equivaut approximativement a une demitasse ou a 
75 grammes. 

Combien, done, de portions 
de fruits et de legumes de- 
vons-nous consommer chaque 
jour? 

Pour compliquer ce jeu des 
chiffres, les medias ont recem- 
ment fait etat de deux etudes 
distinctes, qui en examinant 
l’impact de la consommation de 
fruits et de legumes sur la mor- 
tality, sont arrivees a des conclu- 
sions fort differentes. Selon la 
premiere , decrite dans le Journal 
of Epidemiology and Community 
Health , nous aurions besoin de 
plus de sept portions de fruits et 
de legumes par jour, et selon la 
seconde . publiee dans le British 
Medical Journal \ cinq portions 
seraient suffisantes. Qu’en estil 
au juste? 

Tout d’abord, je crois qu’il importe d’expliquer comment les etudes nutritionnelles sont 
effectuees. Les recherches s’interessant aux repercussions de la nutrition sur la mortalite, 
le cancer et les maladies cardiovasculaires sont presque toujours des etudes de cohorte. 
Ainsi, dans le cadre de telles etudes, des milliers de personnes sont invitees a remplir un 
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questionnaire ou a participer a une entrevue concernant leur consommation alimentaire 
quotidienne, apres quoi les chercheurs estiment le nombre de portions consommees 
chaque jour par categorie d’aliments. Les memes personnes sont suivies pendant une 
periode allant de cinq a vingt ans, a Tissue de laquelle sont comparees les differentes 
quantites de portions de certains aliments par rapport a la mortalite ou aux cas de can- 
cers ou de maladies cardiovasculaires. 

Comme vous vous en doutez certainement, ce modele d’etude peut conduire a des 
resultats peu concluants, parce qu’il est peu probable que les sujets soient capables de 
se souvenir avec exactitude ce qu’ils ont mange et parce qu’ils repondent souvent aux 
questions de maniere a donner la meilleure impression possible d’euxmemes. Les etudes 
nutritionnelles peuvent, en outre, facilement etre influencees par des facteurs de confu- 
sion — par exemple, les personnes qui mangent plus de fruits et de legumes peuvent 
aussi faire plus d’exercice ou fumer moins. Bien que les chercheurs veillent a prendre 
en compte tous ces facteurs, il n’est pas possible d’eliminer completement le probleme 
qu’ils posent. 

Cela dit, posons l’hypothese que les deux etudes nutritionnelles dont ont parle les me- 
dias recemment refletent une veritable relation de cause a effet entre le nombre de por- 
tions de fruits et legumes et la mortalite. Que revelentelles exactement? 

Heureusement, les deux etudes fournissent suffisamment de chiffres pour qu’il soit pos- 
sible de tracer pour chacune une courbe des portions par rapport a la mortalite dans un 
seul graphique. Le resultat est interessant. Meme si les medias rapportent des conclu- 
sions divergentes, les courbes obtenues pour les deux etudes se superposent etonnam- 
ment bien lorsqu’on les trace dans un meme graphique — on pourrait dire qu’elles se 
ressemblent un peu comme des bleuets et des myrtilles. En d’autres mots, la seule vraie 
difference entre les resultats des deux etudes semble tenir a la fa^on dont les chercheurs 
et les medias ont choisi de les rapporter. 

Les graphiques obtenus pour les deux etudes montrent clairement que la mortalite 
chute de fa^on reguliere entre zero portion de fruits et legumes et cinq portions par 
jour, ecart donnant lieu a une baisse relative de la mortalite d’environ 25 a 30 pour 
cent. Audela de ce nombre de portions, les courbes obtenues pour les deux etudes sont 
planes comme la surface d’une crepe, ce qui veut dire qu’il n’y a aucune reduction per- 
tinente supplementaire de la mortalite lorsque le nombre des portions de fruits et de 
legumes augmente davantage. 

Fait important, les donnees montrent aussi clairement qu’on obtient un avantage meme 
si le nombre de portions consommees par jour est inferieur a cinq. Une portion par 
jour offre un avantage relatif par rapport a la mortalite d’environ 10 pour cent, deux 
portions, un avantage de 15 pour cent, trois, un avantage de 20 pour cent, et quatre, un 
avantage de 25 pour cent, puis apres cinq portions il n’y a plus d’avantage notable. 
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Ces resultats sont par ailleurs corrobores par une etude anterieure realisee en 2013 aux 
Pays-Bas et dont les resultats sont essentiellement les memes. On dispose de donnees 
similaires pour les maladies cardiovasculaires, et il est tres peu probable qu’une nouvelle 
etude puisse modifier substantiellement ce tableau. 

Combien de portions faut-il manger chaque jour? Pour ma part, je fonderais ma deci- 
sion sur les donnees probantes, sur mon amour des fruits et des legumes et, surtout, 
sur le bienetre que me procure ou non le fait de manger des fruits et des legumes. 
Autrement dit, je fonderais ma decision sur le bon sens. 

James McCormack est un expert-conseil a EvidenceN etwork. ca. II est egalement professeur a la faculte 
des sciences pharmaceutiques de I’Universite de la Colombie-Pritannique a Vancouver. Avec Mike 
Milan , il anime un baladodiffusion hebdomadaire — Best Science Medicine Podcast — qui est 
regulierement classe parmi les meilleures emissions medicales en baladodiffusion sur iTunes; cette emis- 
sion est aussi disponible au http:! / therapeuticseducation.org . 

(aout 2014) 

Une version de ce commentaire est parue dans Le Huffington Post Quebec. 
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Child poverty a Canadian problem 

Almost one million kids living in low income conditions 



c 



Elizabeth Lee Ford-Jones 



) 



Hundreds of thousands of Canadian children are growing up without enough. 

UNICEF’S most recent report on child well-being in rich countries ranked Canada 17 
out of 29 countries assessed. Sadly, this isn’t news. The House of Commons resolved 
to eradicate child poverty in 1989, but in late 2013, Statistics Canada reported that 
967,000 children in this country still lived in low-income homes. 



In 2009, my colleagues and I 
began a new elective in social 
pediatrics based out of The 
Hospital for Sick Children so 
that medical students could 
see first hand the social reali- 
ties of impoverished Canadian 
children. The students visit the 
homes of poor families, some- 
times with social workers and 
infant nurse specialists, and 
witness the unsettling ways that 
social environments impact the 
health of patients. 




These numbers don’t simply represent difficult childhoods; they mark a huge group of 
Canadians who are growing up without the supportive environments they need to de- 
velop into healthy adults. They will carry the stress of early adversity throughout their 
lives. 



The stories they report back 
from the field are deeply trou- 
bling, particularly for a country 
as wealthy as Canada. The stu- 
dents see the impact of neighbourhoods that lack positive activities for children, food 
insecurity, long parental work hours at low wage jobs combined with long public transit 
times, and the near impossibility of accessing services such as eye examination, expen- 
sive corrective lenses and dental work for their kids. The students see what parenting 
low on hope looks like. 



In one case, McGill University medical student Maya Harel-Sterling visited an inner- 
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city Canadian mother of 18 years of age who had given birth to a frail baby girl in her 
bathroom after keeping her pregnancy a secret. In her reflection published by Paediatrics 
and Child Health , “How Did you Sleep Last Night? and Have you Eaten Today?” she 
describes the crowded apartment with four other residents, with no room for the baby 
to crawl or play The mother sleeps on the floor. 

In another household, an elderly grandmother cares for the children while their mother 
works evenings as a cleaner and their dad drives a pizza delivery truck. The kids spend 
much of the time with the television on — not a jot of stimulation there. 

Mounting evidence in the field of social epidemiology shows that poverty limits the 
futures of children, especially babies, who lack living environments with family support 
and opportunities to learn and be active, mentally and physically. We won’t resolve this 
problem without livable incomes, access to livable jobs and support for every Canadian. 

In the April 2014 issue of the Journal of the American Medical Association, Neal Halfon, a 
child health researcher at the University of California, wrote that child poverty levels 
are persistently high. He wrote that these trends were not due to temporary ups and 
downs in business but to major shifts in the structure of the economy, which he calls 
“structural deficits.” 

The results, including a lack of adequately-paying jobs and proper training for skilled 
work, leave low-income families ill-prepared to give their children the strong start they 
need for healthy development. This isn’t just an American problem; it’s a Canadian 
problem too. Low-income children, especially minorities and aboriginals, are growing 
up at an increased risk of preventable diseases — diseases both classically medical and 
mental health related that arise as a result of their early living conditions and will affect 
us all. 

We can address this triad of problems: unacceptable levels of stress (“toxic stress”), 
which affects cortisol production and sets a path of learning and disease problems; lack 
of access to comprehensive health services; and fundamental disadvantage, including 
poverty. There are pilot programs in place, but services must be broader and readily 
available. 

Where do we start? What was once considered “a long emergency” — with outcomes 
manifesting some years later in the life trajectory as ill-health and lack of contribution 
to society — ought now to be recognized as an acute emergency. Societal structures 
must change so that the lottery win of life doesn’t fall to only a small percentage of 
families. 

Dr. Elizabeth Pee Fordjones is an expert advisor with EvidenceNetwork.ca , a pediatrician special- 
ising in social pediatrics, Project Investigator at SickKids and a professor in the Department of Paedi- 
atrics at the University of Toronto. 



178 



The above represents the opinions of Dr. Tee Ford-Jones and not necessarily the official positions of 
either The Hospital for Sick Children or the University of Toronto. 

(September 2014) 

A version of this commentary appeared in the Toronto Star ; the Huffington Post and Ot- 
tawa Fife. 
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La pauvrete infantile, un probleme canadien 

Pres d’un million d’enfants vivent en situation de pauvrete au Canada 



Elizabeth Lee Ford-Jones 



Des centaines de milliers d’enfants grandissant au Canada sont prives du necessaire. 

Le plus recent rapport de l’UNICEF sur le bien-etre des enfants dans les pays riches 
classait le Canada en 17e position sur 29 pays evalues, et lui attribuait la 27e position en 
ce qui concerne l’obesite infantile, la 22e relativement a la mortalite infantile et enfin la 
21 e pour la pauvrete infantile. Malheur eusement, cette situation n’a rien de nouveau. 
Alors que la Chambre des communes avait pris en 1989 la resolution d’eradiquer la pau- 
vrete infantile a la fin de 2013, les donnees de Statistique Canada revelaient que 967 000 
enfants vivent toujours dans des menages a faible revenu au pays. 

Ces chiffres ne represented 
pas simplement des enfances 
difficiles, ils sont egalement Vin- 
dication qu’une enorme quantite 
d’enfants canadiens grandissent 
sans jouir du milieu favorable 
dont ils ont besoin pour devenir 
des adultes sains. Ils transporte- 
ront toute leur vie les marques 
du stress provoque par les diffi- 
cultes vecues dans l’enfance. 




En 2009, des collegues et moi 
avons commence a donner un 
nouveau cours optionnel sur 
la pediatrie sociale a l’exterieur 
de l’enceinte de l’Hopital pour 
les enfants malades de Toronto 
(Hospital for Sick Children) afin 
que les etudiants en medecine 
puissent avoir un contact direct 
avec les realites que vivent les enfants pauvres au Canada. Dans le cadre de ce cours, 
les etudiants sont appeles a visiter des foyers de families a faible revenu et a observer, 
parfois en compagnie de travailleurs sociaux et d’infirmieres specialises en soins des 
enfants en bas age, les fa^ons troublantes dont le milieu social influence l’etat de sante 
des patients. 
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Les histoires que les etudiants rapportent du terrain sont profondement deconcertantes, 
particulierement dans la mesure ou elles ont lieu dans un pays riche comme le Canada. 
Les etudiants y constatent les repercussions que peuvent avoir un quartier n’offrant au- 
cune activite positive pour les enfants, l’insecurite alimentaire, de longues heures travail- 
lees pour un faible salaire par des parents qui en plus doivent passer de longues periodes 
dans les transports en commun et la quasi-impossibilite pour plusieurs d’offrir a leurs 
enfants un acces a des services comme l’optometrie (examen de la vue et verres correc- 
teurs couteux) et la dentisterie. Les etudiants sont ainsi a meme de decouvrir a quoi peut 
ressembler l’exercice du role parental dans un contexte qui offre peu d’espoir. 

Une etudiante en medecine de l’Universite McGill, Maya Harel-Sterling, est allee vi- 
siter dans un grand centre urbain une jeune mere canadienne de 18 ans qui a donne 
naissance a une petite fille fragile dans la salle de bain apres avoir cache qu’elle etait 
enceinte. Dans la reflexion que lui a inspiree cette visite, publiee dans la revue Paediatrics 
and Child Health sous le titre « How Did you Sleep Last Night? and Have you Eaten Today? » 

( Comment as-tu dormi hier ? As-tu mange aujourd’hui ?), elle decrit un appartement qui est 
occupe par quatre autres locataires et qui ne compte aucune piece ou le bebe puisse 
ramper et jouer. La mere dort sur le sol. 

Dans un autre foyer, une grand-mere agee prend soin des enfants pendant que la mere 
travaille comme preposee a l’entretien menager le soir et que le pere livre des pizzas. Les 
enfants passent la plupart de leur temps devant la television, une activite qui n’offre au- 
cune stimulation. 

De plus en plus de donnees probantes dans le domaine de l’epidemiologie sociale in- 
diquent que la pauvrete a pour effet de limiter les perspectives d’avenir des enfants, 
particulierement chez les bebes qui ne grandissent pas dans un milieu favorable leur 
offrant du soutien familial et la possibilite d’apprendre et d’etre actifs, intellectuellement 
et physiquement. Nous ne pourrons regler ce probleme sans faire en sorte que tous les 
Canadiens aient acces a des emplois suffisamment payes et a du soutien communautaire. 

Dans le numero d’avril 2014 du Journal of the American Medical Association^ Neal Halfon, 
un chercheur en sante infantile de TUniversite de la Californie, ecrivait que le niveau de 
pauvrete des enfants est eleve et que cette tendance n’est pas liee a des fluctuations tem- 
poraires du marche, mais a de profondes transformations de la structure de l’economie 
qu’il appelle « deficits structured ». 

Les consequences de ces transformations, notamment le manque d’emplois adequa- 
tement payes et de formation appropriee pour les postes exigeant des competences 
precises, font en sorte que les families a faible revenu ne sont pas en mesure d’offrir a 
leurs enfants les conditions de vie favorables dont ils ont besoin pour se developper 
sainement. 11 ne s’agit pas que d’un probleme americain; le Canada est aux prises avec la 
meme situation. Les enfants vivant dans un milieu defavorise, en particulier les enfants 
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autochtones ou issus d’une minorite, grandissent en etant plus a risque que les autres de 
developper des problemes de sante qui pourraient etre evites. Ces problemes, relevant 
traditionnellement a la fois de la sante mentale et de la sante physique, sont causes par 
les conditions de vie pendant l’enfance et finiront par tous nous toucher. 

Nous pouvons nous attaquer a ces problemes, qui forment une triade : les trop grands 
niveaux de stress (« stress toxique »), qui influencent la production de cortisol et sont 
precurseurs d’une serie de problemes d’apprentissage et de sante; le manque d’acces a 
des services de sante complets; les desavantages de nature fondamentale, y compris la 
pauvrete. Des programmes pilotes ont ete mis en place, mais les services doivent etre 
elargis et plus facilement accessibles. 

Par quoi devons-nous commencer? Ce qui etait autrefois considere comme une « ur- 
gence de longue duree », dont les consequences peuvent se manifester des annees plus 
tard dans la trajectoire de vie sous la forme d’une mauvaise sante et d’une contribution 
deficiente a la societe, devrait aujourd’hui etre vu comme une urgence immediate. Les 
structures de la societe doivent etre transformees de maniere a ce que la loterie du bon- 
heur et du succes ne fasse pas des gagnants que dans un petit pourcentage des families. 

Dre Elizabeth Lee Ford-Jones est experte-conseil a EvidenceN etwork. ca, pediatre specialist en pedia- 
trie sociale , chercheuse a I’ELopital pour les enfant s malades de Toronto (Hospital for Sick Children) et 
professeure du Hepartement de pediatrie de I’Universite de Toronto. 

Les opinions exprimees ci-dessus sont cedes de Mme Lee Ford-Jones et ne represented pas necessaire- 
ment la position officielle de IHopital pour les enfant s malades de Toronto (Hospital for Sick Child- 
ren) ni de PUniversite de Toronto. 

(septembre 2014) 

Une version de ce commentaire est parue dans Le Soleil. 
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It’s time to include dental health in the health care system 

Canada’s most vulnerable populations have highest rates of dental pain, decay and disease, 

and worst access to care 



r 



Paul Allison 



There are many reasons why some Canadians choose not to go to the dentist, but a 
report from the Canadian Academy of Health Sciences (CAHS) found that cost is a 
major factor — and that Canada’s most vulnerable populations have the highest rates 
of dental decay, pain and disease, but the worst access to this much needed health care 
service. 



So what happens when you don’t have 
dental insurance? 




The price tag for hospital care and most physician services is covered through our pub- 
licly funded health care system, but dental care is largely paid for privately in Canada. 
The CAHS report reveals that a 
whopping 95 per cent of dental care 
is paid out-of-pocket or through 
private dental insurance and is de- 
livered in private dental offices. The 
remaining five per cent is covered 
through a hodgepodge of public 
health programs offered federally and 
provincially, targeting the needs of 
specific populations, with many falling 
through the cracks. 



The report found that almost half of 
all Canadians without dental insur- 
ance — commonly new Canadians, 
the elderly, people working in insecure 
jobs and for low wages and their chil- 
dren — avoid visiting a dentist due 
to costs. In fact, those in the poorest 
income group were almost four times more likely to avoid the dentist due to costs than 
the richest group of Canadians. 



ALMOST HALF OF ALL CANADIANS 
WITHOUT DENTAL INSURANCE^^B 
COMMONLY, NEW CANADIANS, THE 
ELDERLY, PEOPLE WORKING IN fc, 
INSECURE JOBS AND FOR LOW WAGES, i 
AND THEIR CHILDREN - AVOID 
' ISITING A DENTIST DUE TO COSTS. ' 



Paul Allison, Dean m the Faculty of Dentistry, McGill University 



Vulnerable Canadians with difficulty accessing dental care are also those with the most 
dental pain, the greatest difficulty eating a healthy diet and the ones with the highest 
levels of gum disease, which in turn can increase their risk for general health problems, 
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such as diabetes and cardiovascular disease. 

In other words, those who need dental care the most are the least likely to be able to 
get it, and the ones who suffer the most because of it. It may also be costing all of us 
through increased visits to already crowded emergency rooms and physician offices and 
valuable time lost from work, school and other activities. 

There are other reasons that people skip seeing their dentist, such as lack of transpor- 
tation, fear of dental treatment and the dental office and misunderstandings between 
dental professionals and certain groups in the population. These complex issues have 
complex solutions. 

But they cannot be addressed without first addressing equity in access to dental care. 
The CAHS report finds that inequalities in oral disease and access to dental care in Can- 
ada are greater than inequalities in general health problems and medical care. 

What might surprise many is that Canada actually provides less publicly funded dental 
care than the United States — and internationally, Canada is among the lowest funders 
of dental health care programs. 

Inequality in access to dental care is but one manifestation of the increasing inequali- 
ties in Canadian society and it needs to be addressed. With societal changes such as the 
increasing proportion of the population who are elderly and the decreasing proportion 
of the population with dental insurance, difficulty accessing dental care is only going to 
increase unless we start acting now. 

All people living in Canada should have reasonable access to dental care. We need to 
bring dentistry into the general health care system by having some dental clinics in hos- 
pitals and community health centres. We need to explore the use of a variety of dental 
and other health professionals delivering care in a variety of settings. And we need to 
explore the financing of dental care for vulnerable groups — including anomalies in tax 
legislation that help those with dental insurance but not those without. 

We need concerted professional, government and community action now to begin to 
address these issues so that many Canadians will get the dental health care they so des- 
perately need. 

Paul Allison is an advisor with EvidenceN etwork. ca, dean in the Eaculty of Dentistry at McGill 
University, and Chair of the CAHS panel on improving access to oral healthcare for vulnerable 
people living in Canada. ” 

(September 2014) 

A version of this commentary appeared in the Globe and Mail, National Newswatch and 
the Huffington Post. 
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I_a couverture des soins dentaires par I’assurance maladie : une necessite 

Les populations vulnerables sont celles qui souffrent le plus de douleurs, de caries et de 
maladies dentaires , et qui ontpeu d’acces aux soins 



r 



Paul Allison 



II existe de nombreuses raisons pour lesquelles les Canadiennes et les Canadiens ne 
vont pas chez le dentiste, mais selon un nouveau rapport publie cette semaine et signe 
de l’Academie canadienne des sciences de la sante (ACSS), le cout des soins constitue 
un important facteur. Le rapport precise aussi que les populations les plus vulnerables 
detiennent les taux les plus eleves de caries, de douleurs et de maladies dentaires et le 
plus faible acces a des soins dentaires essentiels. 

Les frais des soins hospitaliers et de la plupart des services prodigues par les medecins 
sont couverts par notre systeme 
de sante public, mais au Canada, 
les soins dentaires sont gene- 
ralement payes par le prive. Le 
rapport de l’ACSS revele que 95 
pour cent de ces soins, un taux 
impressionnant, sont payes par 
des individus ou par une assu- 
rance dentaire privee et sont 
prodigues dans des bureaux de 
dentistes prives. Les cinq pour 
cent restants sont payes par un 
ramassis de programmes de 
soins publics relevant du federal 
et provincial, des initiatives qui 
repondent aux besoins de po- 
pulations ciblees, dont nombre 
sont laissees pour compte. 

Alors qu’arrive-t-il lorsque vous 
ne possedez aucune assurance 
dentaire? 

Le rapport indique que pres de la moitie des Canadiennes et des Canadiens qui n’ont 
pas d’assurance dentaire, notamment les nouveaux arrivants, les aines, les personnes 
occupant des emplois precaires et mal remuneres, et leurs enfants, ne vont pas chez le 
dentiste en raison des couts. En fait, les personnes faisant partie du groupe affichant 
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les revenus les plus faibles etaient quatre fois plus nombreuses a se priver de soins den- 
taires, comparativement au groupe le plus nanti. 

Ce sont les Canadiennes et les Canadiens vulnerables beneficiant de peu d’acces aux 
soins dentaires qui souffrent le plus de maux de dents, qui ont le plus de difficulte a 
bien se nourrir et qui ont le plus haut taux de maladies des gencives, ce qui augmente 
chez eux le risque de problemes de sante d’ordre general, comme le diabete et les mala- 
dies cardiovasculaires. 

En d’autres termes, ceux qui necessitent le plus des soins dentaires sont ceux qui ont 
le plus de difficultes a les obtenir et qui souffrent le plus en raison de cette situation. II 
se peut aussi que nous ayons tous a debourser pour payer les frais occasionnes par des 
visites aux salles d’urgence, deja bondees, et chez le medecin, et aussi pour les pertes 
causees par les absences au travail, a l’ecole et autres. 

11 existe aussi d’autres raisons pour lesquelles les gens ne vont pas chez le dentiste, 
comme l’absence de moyens de transport, la peur du traitement et de l’environne- 
ment ou sont prodigues les soins, et le manque de comprehension qui existent parfois 
entre les professionnels du milieu dentaire et certaines populations. Les solutions a ces 
questions complexes sont elles-memes complexes. Mais on ne peut les concevoir sans 
d’abord se pencher sur la question d’equite en matiere d’acces aux soins dentaires. Or, 
le rapport de l’ACSS constate qu’au Canada, les inegalites recensees en matiere de ma- 
ladies buccodentaires et d’acces aux soins dentaires sont plus elevees que les inegalites 
relatives aux problemes de sante d’ordre general et aux soins medicaux. 

Nombre de gens seraient surpris d’apprendre que le Canada offre moins de soins den- 
taires finances par les deniers publics que les Etats-Unis et qu’il figure parmi les pays 
dont les programmes de soins dentaires sont les moins bien finances. 

L’inegalite en matiere d’acces aux soins dentaires n’est qu’une des inegalites croissantes 
presentes dans la societe canadienne et doit faire l’objet de mesures concretes. Vu les 
changements au sein de notre collectivite, telles l’augmentation du nombre de per- 
sonnes vieillissantes et la diminution de la population munie d’une assurance dentaire, 
les difficultes d’acces aux soins dentaires ne feront qu’augmenter a moins que nous 
n’agissions des aujourd’hui. 

Toutes les personnes vivant au Canada devraient pouvoir beneficier de soins dentaires. 
Nous devons integrer la dentisterie dans le systeme de sante general en introduisant 
des cliniques dentaires dans les hopitaux et les centres de sante communautaires. Nous 
devons explorer la possibility d’offrir les services d’un eventail de professionnels en 
soins dentaires et autres dans divers milieux. Nous devons aussi explorer les possibilites 
de financement pour offrir des soins dentaires aux populations vulnerables, y compris 
l’elimination des anomalies fiscales qui favorisent les personnes dotees d’une assurance 
dentaire et n’apportent rien a celles qui en sont depourvues. 



186 




Nous devons mener des maintenant des actions concertees sur le plan professional 
et a rechelle gouvernementale et communautaire pour nous attaquer a ce probleme et 
nous assurer que tous les Canadiens et les Canadiennes puissent obtenir les soins den- 
taires dont ils ont besoin. 

Paul Allison est expert-conseil aupres d’EvidenceN etwork. ca> doyen a la Eaculte de dentisterie a I’Uni- 
versite McGill et president du groupe d’experts de IMCSS sur « F amelioration de Pacces aux soins 
buccodentaires pour les personnes vulnerables vivant au Canada ». 

(septembre 2014) 

Une version de ce commentaire est parue dans Le Huffington Post Quebec. 
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Health in all Policies approach gaining traction across political 

spectrum in Canada 



By Danyaal Raza and Ryan Meili 



When counselling patients on health, physicians often focus on lifestyle changes such as 
diet, exercise or smoking. This kind of advice can be important for the individual, but 
does little to change underlying drivers of health like income, education and employ- 
ment. These factors are the ones that have the greatest impact on whether patients will 
be able to eat well, move around or butt out. 

Taking the next step to address the upstream determinants of health requires the in- 
volvement of government, and an understanding that health and well-being go beyond 
health care. 




In countries like Finland, the 
idea of Health in All Policies has 
been influencing public policy 
for some time. This approach to 
policy applies a social determi- 
nants of health lens in sectors 
from education and finance to 
housing, transportation and so- 
cial assistance. In the 1970s, the 
Finnish government launched 
one of Europe’s earliest Health 
in All Policy projects , and tar- 
geted one of the countries un- 
healthiest regions. Rather than 
simply chiding the community 
to “eat less, exercise more,” pol- 
icy makers persuaded local but- 
ter, cream, bread and meat pro- 
ducers to reduce the fat and salt 
contents of their foods, while 
introducing oil seed crops and berry production as alternative (and healthier) ways to 
earn a living. Combined with healthier school workplace menus and tough anti-smoking 
laws, applying a health lens to agricultural, economic and education policies helped re- 
duce cardiovascular disease in 18 to 65 years olds by 73 per cent. 



In Canada, Quebec has been an early Health in All Policies leader. In 2002 . the province 
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passed its new Public Health Act, legislation that mandates provincial departments and 
agencies ensure new bills and regulations not harm the health of Quebecers. The rou- 
tine use of Health Impact Assessments has been the result, and has begun to reach oth- 
er levels of government. The mayor of Acton Vale, a small town outside of Montreal, 
requested that a Health Impact Assessment be completed for a proposed residential 
development project located between a snowmobile trail, a highway and a school. The 
findings offered concrete guidance on how to prevent accidents with safe street design, 
reduce noise pollution, encourage active transport and preserve green space. 

Beyond Quebec, despite the endorsement of the public health and policy community, a 
Health in All Policies approach has not found the political will necessary for meaning- 
ful change. But the past year offers signs of hope, with governments in Canada from 
across the political spectrum beginning to see the potential. 

Most recently, Newfoundland’s Minister of Health and Deputy Premier Stephen Kent, 
has shown an understanding of the potential of healthy public policy. Before his ap- 
pointment, Kent was one of three candidates vying for the leadership of the provincial 
Progressive Conservative Party. Included in his health care platform was a commitment 
to make health a whole-of-government priority. Kent proposed collaborative teams, in- 
cluding the Department of Natural Resources, the Newfoundland and Labrador Hous- 
ing Corporation, Child, Youth and Family Services, and Municipal Affairs, to “create a 
better environment for healthy people.” Now as Minister of Health, he has an opportu- 
nity to put these plans into action. 

In the heart of what is known as conservative country, Edmonton’s new mayor, Don 
Iveson, is bringing a similar approach to municipal government. He recently convened 
a city-wide symposium on poverty with an explicit focus on the social determinants of 
health. While the delivery of health care is traditionally a provincial responsibility, the 
mayor’s symposium identified a number of municipal areas of action. Among the op- 
portunities discussed were ‘traditional’ gaps in health insurance (drug, dental and vision 
services) as well as gaps in needs further upstream like school textbooks, affordable 
housing in a city with rising rents and accessible community sports programs. 

At the Federal level, former Liberal health critic and physician Carolyn Bennett, has 
championed a whole-of-government approach to health policy. The New Democrats, 
and their health critic, Libby Davies, have introduced the first national health policy 
with an explicit focus on the social determinants of health, including income inequality, 
housing and food security. While they stop short of the Canadian Medical Association’s 
‘ What Makes Us Sick’ recommendation to require the federal government to include a 
health impact assessment as part of the cabinet decision-making process, they endorse 
the idea that the federal government must address the health impacts of decisions in all 
sectors. 
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Canadians understand that health is more than hospitals and doctors, diet and exercise. 
A Health in All Policies approach offers public leaders an opportunity to turn that un- 
derstanding into thoughtful action. 

Tdanyaal Raya is a Toronto-based family physician. Tollow him on Twitter at @danyaalraya. Ryan 
Meili is a Saskatoon-based family physician, expert advisor with EvidenceNetwork.ca and author of 
A Healthy Society: how a focus on health can revive democracy. Tollow him on Twitter @ 
ryanmeili. 

(October 2014) 

A version of this commentary appeared in the Huffington Post , National Newswatch and 
the Waterloo Region Record. 
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Integrer la sante dans toutes les politiques gouvernementales : 

tout le monde y gagne 



r 



Danyaal Raza et Ryan Meili 



Lorsque les medecins conseillent les patients sur leur sante, ils se concentrent souvent 
sur les changements de mode de vie comme balimentation, bexercice ou le tabagisme. 
Des conseils de ce genre peuvent etre importants pour la personne, mais font peu pour 
changer les facteurs sous-jacents a la sante comme le revenu, beducation et bemploi. 

Or, ce sont ces facteurs qui ont le plus d’incidence sur la capacite des patients a bien se 
nourrir, a faire de bexercice et a cesser de fumer. 




Pour franchir le prochain pas dans la prise en compte des determinants fondamentaux 
de la sante, il faut la participation des gouvernements et il faut bien comprendre que la 
sante et le bien-etre vont au-dela 
des soins de sante. 

Dans des pays comme la Fin- 
lande, depuis un certain temps, 
bidee d’inscrire la sante dans 
toutes les politiques influence 
la politique publique. Cette ap- 
proche de la politique s’applique 
aux determinants sociaux sous 
l’angle de la sante dans les sec- 
teurs allant de beducation a la 
finance, en passant par le loge- 
ment, le transport et ^assistance 
sociale. Dans les annees 1970, 
le gouvernement finlandais a 
lance l’un des premiers pro jets 
d’integration de la sante dans 
toutes les politiques de l’Eu- 
rope et a cible bune des regions 
ayant d’importants problemes 
de sante. Au lieu de reprimander tout simplement la communaute et de lui conseiller 
« de manger moins et de bouger plus », les decideurs ont convaincu les producteurs 
locaux de beurre, de creme, de pain et de viande de reduire les matieres grasses et le sel 
contenu dans leurs aliments, tout en introduisant la culture de graines oleagineuses et la 
production de petits fruits comme une solution de rechange saine pour gagner leur vie. 
Combinee a bamelioration des menus dans les ecoles et les lieux de travail et de rigou- 



191 



reuses lois contre le tabagisme, l’integration de la composante sante dans les politiques 
agricoles, economiques et educatives a contribue a reduire de 73 pour cent les maladies 
cardiovasculaires chez les personnes agees de 18 a 65 ans. 

Au Canada, le Quebec figure en proue en ce qui concerne ^integration d’une compo- 
sante sante dans ^elaboration de toutes les politiques. En 2002, la province a adopte 
sa nouvelle Loi sur la sante publique, une legislation qui impose aux ministeres et aux 
organismes provinciaux de veiller a ce que les nouveaux pro jets de loi et reglements ne 
portent pas atteinte a la sante des Quebecois. 

L’utilisation systematique d’etudes d’impact sur la sante en est le resultat et commence 
a toucher d’autres paliers de gouvernement. Par exemple, le maire d’Acton Vale, une 
petite ville a l’exterieur de Montreal, a commande une etude d’impact sur la sante pour 
un projet de developpement residentiel propose aux abords d’un sentier de motoneige, 
d’une autoroute et d’une ecole. Les resultats ont permis de degager une orientation 
concrete sur la maniere de prevenir les accidents par la conception de rues securitaires, 
la reduction de nuisances sonores, la stimulation du transport actif et la conservation 
d’espaces verts. 

Ailleurs qu’au Quebec, malgre l’approbation de la communaute des soins de sante et 
des politiques publiques, la notion d’integration de la sante dans toutes les politiques n’a 
pas trouve la volonte politique necessaire pour operer un changement significatif. Tou- 
tefois, depuis l’annee derniere, on voit quelques lueurs d’espoir avec les gouvernements 
de toutes les spheres politiques au Canada qui commencent a estimer ce potentiel. 

Recemment, Stephen Kent, minis tre de la Sante de Terre-Neuve et vice-premier mi- 
nistre, a montre sa comprehension du potentiel de la sante inscrite dans toutes les po- 
litiques. Avant sa nomination, monsieur Kent etait l’un des trois candidats en lice pour 
la direction du Parti progressiste-conservateur de la province. Dans sa plate-forme de 
soins de sante se trouvait un engagement a faire de la sante une priorite dans l’ensemble 
du gouvernement. Stephen Kent proposait a des equipes de collaboration, incluant le 
ministere des Ressources naturelles de Terre-Neuve-et-Labrador, la societe d’habitation, 
les services a l’enfance, a la jeunesse et a la famille et les affaires municipales, de « creer 
un meilleur environnement pour des personnes en sante ». Aujourd’hui, comme mi- 
nistre de la Sante, il a toute la latitude pour mettre ces plans en action. 

Au coeur d’une region connue pour etre conservatrice, le nouveau maire d’Edmonton, 
Don Iveson, propose une approche similaire a l’echelle de l’administration municipale. 

II a recemment organise un colloque sur la pauvrete a la grandeur de la ville en mettant 
l’accent sur les determinants sociaux de la sante. Bien que la prestation des soins de san- 
te soit habituellement du ressort provincial, le colloque du maire a permis de cerner un 
certain nombre de champs d’action a l’echelle municipale. Parmi les sujets abordes, on 
a releve les lacunes « traditionnelles » au chapitre de l’assurance maladie (medicaments, 
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soins dentaires et vue) ainsi que les lacunes dans les besoins en amont comme les ma- 
nuels scolaires, le logement abordable dans une ville connaissant une hausse des loyers 
et Faeces sibilite aux programmes communautaires de sports. 

A Fechelle federale, Fancienne porte-parole liberale responsable la Sante, Dre Caro- 
lyn Bennett, se porte a la defense de Fintegration de la sante dans Fadministration de 
la politique. Les neo-democrates et leur critique de la sante, Libby Davies, ont mis en 
place la premiere politique nationale de sante avec un accent explicite sur les determi- 
nants sociaux de la sante, notamment l’inegalite des revenus, le logement et la securite 
alimentaire. Bien qu’ils s’arretent aux recommandations de FAssociation medicale cana- 
dienne presentees dans le rapport Les soins de sante au Canada : Qu’est-ce qui nous rend ma- 
lade qui exigent du gouvernement federal d’inclure une etude d’impact sur la sante dans 
le processus decisionnel du cabinet, ils souscrivent a Fidee que le gouvernement federal 
doit tenir compte des impacts sur la sante des decisions prises dans tous les secteurs. 

Les Canadiens comprennent que la sante va bien au-dela des hopitaux, des medecins, 
du regime alimentaire et de Fexercice. L’approche visant a integrer la sante dans toutes 
les politiques publiques donne Foccasion aux dirigeants de transformer cette compre- 
hension en action reflechie. 

Danyaal Ra^a est medecin de famille a Toronto. @danyaalra%a. Ryan Meili est medecin de famille a 
Saskatoon > expert-conseil aupres d’LvidenceNetmrk.ca et auteur de Al Healthy Society : how a focus 
on health can revive democracy. @ryanmeili 

(octobre 2014) 

Une version de ce commentaire est parue dans le Huffington Post Quebec. 
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Why did Manitoba students perform so poorly on the latest na- 
tional school report? 

Addressing poverty the answer to improving educational outcomes 



r 



By Marni Brownell and Nathan Nickel 



The latest report from the Pan-Canadian Assessment Program (PCAP) will give educa- 
tors in Manitoba pause for thought: Manitoba performed poorly relative to their peers 
across the country. 

PCAP focused on science in this, its third, report, but also measured grade eight stu- 
dent competencies in math and reading. All subjects — science, math and reading — 
were scored out of 1,000 possible points. The Canadian average, for each subject, was 
500 points. 

On average, Manitoba grade 
eight students scored 465 on sci- 
ence, 35 points below the Cana- 
dian average of 500. Manitoba’s 
average reading score was 469 
points out of 1,000 compared 
with Canada’s average reading 
score of 508. Finally, Manitoba’s 
average math scores were 36 
points below the Canadian aver- 
age: 471 out of 1,000 compared 
with the average of 507. 

Many will point fingers at edu- 
cators and call for changes in 
the education system — and 
ask why changes that have been 
implemented over the last several 
years have not been effective. 

But research done at the Mani- 
toba Centre for Health Policy 
(MCHP) suggests that we have to go beyond educators if we want to find out why 
Manitoba scores are at the bottom. It is beyond the education system where changes 
will have to happen if we want to improve the performance of Manitoba students, and 
ultimately, improve the life chances of our children and youth. 

We know that not all Manitoba students perform the same on the PCAP assessments. 
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In fact, 86 per cent of the Manitoba students who wrote the test performed at the 
expected level or higher in science. So can we blame educators for the 14 per cent of 
Manitoba students who are scoring below expectations? 

Our own research demonstrates that there are marked differences in school achieve- 
ment among Manitoba students and these differences tend to be related to factors 
beyond education — such as poverty and family dysfunction, which affect the environ- 
ment in which children are raised. 

For one well established marker of school success — high school completion — the 
rates in Manitoba have improved significantly over the last several years; but for certain 
groups of kids, the rates of high school completion — which were lower to begin with 
— have not improved. These kids tend to come from families facing social and eco- 
nomic challenges, particularly poverty. 

Manitoba consistently has one of the highest rates of child poverty in the country. 

Our research suggests that even when things like prenatal health (e.g., smoking during 
pregnancy), health at birth (e.g., premature birth), and health during preschool are con- 
sidered — that is, things we know contribute to how well kids do in school — they play 
a relatively minor role in school achievement when compared to the impact of poverty. 
Another MCHP study suggests that income inequality among Manitoba families has 
increased over the past 25 years which means more Manitoba children and their families 
are disadvantaged compared to their peers than in years past. 

In other words, while strategies that focus on enhanced teacher training and funda- 
mental skills could have an impact on some students’ performance, the road to higher 
PCAP scores lies not necessarily in the classroom but in improving living conditions for 
poor children and their families. 

Although reducing socio-economic disparities sounds like a daunting task, there is en- 
couraging evidence that programs which accomplish this are effective. Recent work 
published by MCHP researchers shows that youths who live in social housing that is 
located in more affluent areas do better in school than youths living in social housing 
in poorer areas of Winnipeg. An experiment in Dauphin, Manitoba also found positive 
health and educational benefits associated with a guaranteed annual income — includ- 
ing increased high school completion rates. 

So let’s use Manitoba’s scores on PCAP to prompt us into doing something that will ac- 
tually improve things for kids: higher incomes for the bottom 20 per cent, more social 
housing outside the core, and more support for parents and families who need it. 

And let’s thank and reward those teachers who face the challenges of the inner city 
schools, rather than condemning them. 

Marni Brownell is an expert advisor with EvidenceN etwork. ca, a senior research scientist with the 
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Manitoba Centre for Health Policy (MCHP ) and associate professor in the Department of Commu- 
nity Health Sciences \ Vacuity of Medicine, University of Manitoba. 

Nathan Nickel is a research scientist with the MCHP and assistant professor in the Department of 
Community Health Sciences, Vacuity of Medicine at the University of Manitoba. 

(October 2014) 

A version of this commentary appeared in the Miramichi Deader . ; Ottawa V/fe and the Bat- 
tlefords News-Optimist. 
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Comment expliquer le rendement mediocre des eleves du Manito- 
ba dans le dernier rapport national sur l education? 

La solution reside dans la reduction de la pauvrete 



r 



Marni Brownell et Nathan Nickel 



Le dernier rapport publie dans le cadre du Programme pancanadien devaluation 
(PPCE) fournira matiere a reflexion au corps enseignant du Manitoba. En effet, notre 
province affiche un rendement mediocre si compare aux resultats obtenus dans l’en- 
semble du pays. 




Axe principalement sur les sciences, ce troisieme rapport analyse egalement les com- 
petences des eleves de la 8e annee en mathematiques et en lecture. Les scores obtenus 
dans chaque matiere sont transposes sur une echelle commune gradee de 0 a 1000. La 
moyenne pancanadienne est 
fixee a 500. 

En moyenne, les eleves mani- 
tobains de 8 e annee ont obtenu 
465 points en sciences, soit 
35 points sous la moyenne. 

En sciences, les eleves 
anglophones obtiennent 
des resultats legerement 
plus eleves que les eleves 
francophones : 465 points 
contre 453. L’ evaluation n’a 
releve aucune difference a ce 
chapitre entre les g argons et 
les filles. En lecture, le resultat 
moyen s’etablit a 469 points, 
contre 508 pour l’ensemble 
du Canada. Les eleves 
francophones et anglophones 
obtiennent un resultat 
comparable; toutefois, les filles obtiennent des resultats significativement plus eleves 
que les gargons : 480 points contre 459. Enfin, les resultats en mathematiques sont 
inferieurs de 36 points (soit 471 points) par rapport a la moyenne canadienne, qui 
s’etablit a 507 points. L’ evaluation ne rapporte aucune difference significative entre 
les sexes ni entre les systemes scolaires francophone et anglophone. 



Nombreux seront ceux qui pointeront du doigt le corps enseignant et reclameront des 
changements dans le systeme d’education. Ils se demanderont pourquoi les mesures 
mises en place ces dernieres annees ont ete inefficaces. Or, les recherches menees par le 
Centre manitobain de recherches en matiere de sante (MCHP) indiquent qu’il faut cher- 
cher ailleurs pour expliquer pourquoi les resultats du Manitoba sont si faibles. En effet, 
les solutions qui permettront d’ameliorer le rendement des eleves manitobains et les 
perspectives d’avenir de notre jeunesse resident a l’exterieur du systeme d’education. 

Nous savons que les eleves manitobains n’affichent pas tous le meme resultat au test du 
PPCE. Pourtant, en sciences, 86 pour cent ont obtenu les resultats attendus ou un ren- 
dement superieur a la moyenne. Doit-on blamer les enseignants pour ces 14 pour cent 
qui obtiennent des resultats inferieurs aux attentes? 

Nos propres recherches revelent qu’il existe certainement des differences marquees 
entre les eleves manitobains sur le plan du rendement scolaire, mais que cet ecart tend a 
etre associe a des facteurs autres que l’education, comme la pauvrete et le dysfonction- 
nement familial, qui se refletent sur l’environnement dans lequel les enfants sont eleves. 

Au cours des dernieres annees, les statistiques se sont nettement ameliorees en ce qui a 
trait au diplome d’etudes secondaires, considere comme un indice de reussite scolaire. 
Dans les groupes ou le taux d’obtention etait deja faible, toutefois, ils n’ont pas progres- 
se. Ces jeunes sont souvent issus de families aux prises avec des problemes socio-eco- 
nomiques associes en particular a la pauvrete. 

Le Manitoba continue d’afficher l’un des taux de pauvrete infantile les plus eleves au 
pays. D’apres nos recherches, des facteurs reconnus pour influencer la reussite scolaire 
comme la sante prenatale (par. ex. le tabagisme pendant la grossesse) et l’etat de sante a 
la naissance (par. ex. les naissances prematurees) et a l’age prescolaire, ne jouent qu’un 
role mineur si on les compare aux consequences de la pauvrete. Une etude du MCHP 
revele que les inegalites de revenus se sont accentuees au Manitoba depuis 25 ans, ce qui 
signifie qu’un plus grand nombre d’enfants et de families sont maintenant desavantages 
par rapport a leurs pairs. 

En d’autres mots, bien que les strategies axees sur la formation des enseignants et les 
competences de base puissent avoir un effet sur le rendement de certains eleves, l’ame- 
lioration des resultats obtenus dans le cadre du PPCE ne passe pas forcement par la 
salle de classe, mais bien plutot par les conditions de vie des enfants pauvres et de leurs 
proches. 

La tache de reduire les disparites socio-economiques peut sembler insurmontable, 
mais les programmes axes sur cet objectif produisent des resultats encourageants qui 
confirment leur efficacite. Les etudes recentes publiees par les chercheurs du MCHP 
montrent que les jeunes qui vivent dans des logements sociaux obtiennent de meilleurs 
resultats scolaires lorsque leur immeuble est situe dans un quartier aise plutot que dans 
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un quartier pauvre de Winnipeg. Par ailleurs, une experience menee a Dauphin a montre 
qu’un revenu annuel garanti pouvait produire des resultats positifs sur le plan de la sante 
et de l’education, y compris un taux plus eleve de reus site au secondaire. 

Par consequent, les resultats obtenus dans devaluation du PPCE devraient nous inciter 
a preconiser des mesures qui auraient un effet reel sur la condition des enfants au Mani- 
toba : augmenter le revenu du 20 pour cent des menages au bas de l’echelle sociale; mul- 
tiplier le nombre de logements sociaux ailleurs qu’au centreville; et accroitre le soutien 
offert aux parents et aux families qui en ont besoin. 

Enfin, plutot que de leur jeter la pierre, n’oublions pas de remercier et de recompen- 
ser ces membres du corps enseignant qui affrontent au quotidien les defis propres aux 
ecoles du centreville. 

Marni Brownell est experte-conseil aupres d’EvidenceNetmrk.ca , chercheuse principale au Centre ma- 
nitobain de politiques en matiere de sante (MCHP ) et professeure associee au departement des sciences 
de la sante communautaire de la faculte de medecine a PUniversite du Manitoba. Nathan Nickel est 
chercheur au MCHP et professeur adjoint au departement des sciences de la sante communautaire du 
meme etablissement. 

(octobre 2014) 
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How to fight ‘Fearbola’ in Canada 

Communication between public health officials and frontline health care workers critical 



r 



S . Michelle Driedger 



“Fearbola” is the recent term being used to describe widespread public fears of an 
Ebola outbreak in the United States. “Fearbola” is said to spread easily through conver- 
sation or even from simply seeing images and videos about Ebola. While we in Canada 
might feel immune to Fearbola, sadly, we are not. 

The only way to fight Fearbola is to provide responsible communications about how 
Ebola spreads and when Canadians need to worry. But that isn’t so easily done in a 
communications environment that is often only a 140 character tweet away. 

Recently front line health professionals — primarily nurses — were quoted in the media 
saying that they are not prepared 
for an Ebola outbreak should 
one happen in an urban Canadi- 
an hospital. These comments are 
in direct contrast to those made 
recently by top level government 
and public health officials that 
Canada is ready. So who’s right? 

Providing effective communica- 
tion is critical to ensuring health 
care workers feel informed and 
safe at work. Nursing union 
representatives have clearly ex- 
pressed that nurses do not feel 
prepared for Ebola in their hos- 
pitals. Media stories have docu- 
mented how personal protective 
equipment and training for front 
line health workers hasn’t been 
available in all hospital locations 
across the country. 

Having senior public health leadership and elected officials talk in the media about hav- 
ing plans to manage Ebola if, and when, it arrives in Canada is insufficient. Front line 
staff need to know the content of those plans and how the plans play out within their 
local environments. 
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In most cases, this short-lived “controversy” was resolved within a very short period of 
time because the two parties did something novel: they sat down and talked. Emergency 
drills have also taken place at some hospitals across the country making many front line 
staff and public health officials more comfortable with Canada’s capacity to respond to 
an Ebola case should the situation arise. This is good news. 

It is not unreasonable for front line staff to be worried about what happens when 
Ebola arrives in Canada. They are the very ones, after all, who will be providing care to 
patients that test positive for the virus. Front line health staff do the kind of work they 
do because they fundamentally care about people. If you look at who is getting sick in 
Sierra Leone, or in Dallas for that matter, it is front line health staff and the friends and 
family members that provide care to their loved ones before they arrive at a health cen- 
tre or hospital for treatment. 

Why? It’s because Ebola is not highly contagious until later in the course of the illness 
when contact with bodily fluids may occur — most commonly a concern for care giv- 
ers. This helps us understand why people in close prolonged contact with Ebola pa- 
tients may become infected. 

Ebola isn’t like the flu where you are contagious before you have physical signs of actu- 
ally being sick. Ebola is highly infectious only when an Ebola patient has physical symp- 
toms, expressed primarily through blood, vomit and feces. It is then that anyone who 
comes in close contact is at greatest risk of catching the Ebola virus. 

So — at least within Canada — we should not fear the average stranger who may or 
may not have a fever. But we should take reasonable precautions and ask the right ques- 
tions when caring for people who have non-specific symptoms characteristic of Ebola. 
Those questions primarily begin with asking if that sick person has traveled to an Ebola 
region within the last 21 days. So don’t be surprised if you are asked this question when 
you seek health care. 

If you are sick and you know that you have undertaken such recent travel then it is in 
your best interest to seek early treatment and let your health care providers know right 
away about your travel, not only so they can protect themselves and others, but so that 
you can get the best treatment available as soon as possible. 

A few weeks ago there was little discussion of Ebola in a Canadian context in the me- 
dia. Now there is increasingly more frequent discussion. This is good. We need to hear 
from the people responsible to protect Canadians not only that they have a plan in 
place, but what the plan entails in broad terms. And it would be especially good if front 
line staff could hear the plan first, and in greater detail. Let’s fight Fearbola before it 
strikes. 

S. Michelle Driedger is an expert advisor with EvidenceNetwork.ca and professor and Canada Re- 
search Chair in Environment and Health Risk Communication in the Department of Community 
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Health Sciences , College of Medicine , Vacuity of Health Sciences , University of Manitoba. 
(October 2014) 

A version of this commentary appeared in iPolitics.ca , the Epoch Times and the Medical 
Post. 
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Comment vaincre « la hantise Ebola » au Canada 

La communication entre les autorites sanitaires et les intervenants de premiere ligne est essentielle 



r 



S. Michelle Driedger 



Le terme « Fearbola » est apparu recemment pour designer la peur generalisee et 
irrationnelle que suscite l’idee d’une eclosion de fievre Ebola aux Etats-Unis. On dit 
que cette hantise se propage par le biais des conversations sur le sujet et des photos et 
videos qui circulent. Au Canada, on pensait etre immunise contre le phenomene, mais 
tout indique le contraire. 



Tout recemment, on a entendu 
des intervenants de premiere 
ligne — des infirmieres pour 
la plupart — declarer dans 
les medias qu’ils n’etaient 
pas prepares a affronter une 
eclosion du virus Ebola si elle 
survenait dans un hopital en 
region urbaine. C’est exacte- 
ment le contraire de ce qu’ont 
affirme les autorites gouverne- 
mentales et sanitaires. Alors qui 
dit vrai? 




II y a qu’un seul moyen de lutter contre la « hantise Ebola » : communiquer de fa^on 
responsable. II faut expliquer notamment comment le virus Ebola se propage et a quel 
stade il est legitime de s’inquieter. Une tache loin d’etre evidente dans un contexte ou 
144 caracteres separent un ga- 
zouilli du suivant. 



Pour que les prestataires 
de soins aient le sentiment 
d’etre bien renseignes et en 
securite, il faut un plan de 
communication efficace. Les 
representantes syndicates ont exprime clairement les inquietudes des infirmieres. Les 
medias ont fait l’illustration que nos hopitaux ne disposaient pas tous de l’equipement 
de protection necessaire, et que tous n’avaient pas donne de formation a leur personnel 
de premiere ligne. 



Les autorites sanitaires et les elus ne doivent pas se contenter de repeter dans les medias 
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que des plans d’action ont ete mis en place advenant l’apparition de cas du vims Ebola. 
Les equipes de premiere ligne sont en droit de connaitre le contenu de ces plans, ainsi 
que les details de leur mise en oeuvre dans tous les etablissements hospitaliers du pays. 

Dans la plupart des cas, la « controverse » aura ete de courte duree. Pour une fois, les 
parties ont innove : elles se sont rencontrees et concertees. Des repetitions generales 
ont eu lieu dans certains hopitaux qui ont rassure les equipes de premiere ligne et les 
autorites sanitaires sur notre capacite de reaction. Voila une bonne nouvelle. 

11 n’est pas deraisonnable pour les equipes de premiere ligne de s’inquieter. Ce sont leurs 
membres qui prodigueront des soins aux patients infectes. S’ils font ce genre de travail, 
a la base, c’est par desir d’aider les gens. En Sierra Leone, comme ce fut d’ailleurs le cas 
a Dallas, les personnes qui tombent malades sont souvent des prestataires de soins, ainsi 
que des amis et des proches qui ont soigne un etre cher jusqu’a ce qu’il soit traite dans 
un centre medical ou un hopital. 

Pourquoi s’inquietent-ils? Parce que le virus Ebola ne devient vraiment contagieux 
qu’en phase avancee de la maladie, au stade ou un contact avec les liquides biologiques 
des patients peut se produire. Le personnel soignant est done concerne au premier chef. 
On comprendra alors qu’un contact etroit et prolonge avec les patients augmente le 
risque d’infection. 

La transmission du virus Ebola ne ressemble en rien a celle de la grippe. Dans le cas de 
la grippe, une personne sera contagieuse avant de montrer des signes de la maladie. Le 
virus Ebola, par contre, ne devient hautement contagieux que lorsque certains symp- 
tomes physiques comme les hemorragies, les vomissements ou les diarrhees s’aggravent. 
Ce n’est qu’a partir de ce stade qu’une personne qui cotoie etroitement un malade court 
le plus grand risque d’etre infectee par le sang, les vomissures et les selles de celui-ci. 

11 n’y a done aucune raison de craindre le premier venu qui montrerait de signes de 
fievre — du moins au Canada. Neanmoins, si une personne presente des symptomes 
non specifiques caracteristiques du virus Ebola, il faut prendre des mesures raisonnables 
et poser les questions qui s’imposent. En tout premier lieu, on cherchera a savoir si elle 
a sejourne recemment dans une region touchee par la maladie. Ne vous etonnez pas, par 
consequent, si l’on vous pose la question lors de votre prochaine consultation medicale. 

Si vous etes malade et que vous avez voyage recemment dans l’une des regions tou- 
chees, vous avez tout interet a vous faire soigner le plus rapidement possible et a en 
informer les personnes qui vous prendront en charge. L’important n’est pas seulement 
de proteger la sante des prestataires de soins et celle de votre entourage, mais aussi de 
beneficier du meilleur traitement possible dans les meilleurs delais. 

II y a quelques semaines a peine, les medias s’interessaient peu au virus Ebola dans le 
contexte canadien. Aujourd’hui, on en parle de plus en plus. C’est une bonne chose. 
Nous n’avons pas seulement envie de savoir que les personnes qui ont la responsabilite 
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de nous proteger ont prepare un plan d’action : nous aimerions en connaitre les grandes 
lignes. On pourrait egalement commencer par en communiquer les details aux equipes 
de premiere ligne. Ensemble, mettons tout en oeuvre pour vaincre la « hantise Ebo- 
la » avant qu’elle ne nous atteigne. 

S. Michelle Driedger est experte-conseil aupres du site EvidenceN etwork. ca. Elle est professeure au 
departement des sciences de la sante communautaire de I’Universite du Manitoba , affilie a PEcole 
de medecine de la Faculte des sciences de la sante . Elle est titulaire de la Chaire de 
recherche du Canada en environnement et communication des risques pour la sante. 

(octobre 2014) 

Une version de ce commentaire est parue dans Ee Huffington Post Quebec. 
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Chapter 5: More Care Not Always Better 



New cholesterol guidelines mean many patients may reassess 

their use of statins 



r 



Alan Cassels 



There was a rare ray of hope illuminating the cholesterol world when it was revealed 
that most people who are taking cholesterol-lowering (statin) drugs probably should 
reconsider that decision. Statins include drugs like Crestor, Lipitor or Zocor, and are 
currently consumed by nearly 20 per cent of the Canadian adult population. 




New guidelines issued by a few major heart organizations in the U.S. now say that 
people don’t really need to be aiming for certain numerical targets by swallowing statin 
drugs. Perhaps the guideline writers realized that this obsession with “lower is better” 
around cholesterol levels isn’t based on any solid evidence. Despite the fact that some 
researchers and physicians have 
been saying the same thing for 
years (and I’ve been ranting 
about this for at least a decade), 
the Good Ship Cholesterol is 
finally starting to alter its course. 

People religiously swallowing 
their daily statin need remind- 
ing that cholesterol is a valu- 
able substance in our blood 
and levels of so-called “high” 
cholesterol have always been an 
artifact of the pharmaceutical 
industry and those clinicians 
who believe in the “lipid the- 
ory.” Even with known harms 
of statins (muscle-weakening, 
cognitive problems) the drug 
industry, along with cholesterol 



“experts” have created a mas- 
sive market worth billions of dollars by getting people (including our doctors) to worry 
about cholesterol targets and driving patients to swallow drugs to achieve those targets. 



This new announcement is controversial, with some cardiologists calling it a major 
course alteration in how doctors will treat people considered at “high risk” of cardio- 
vascular disease. Others say that the changes lower the thresholds at which people are 
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considered “high risk/’ and this will lead to even more statin over treatment. 

I can’t predict the effects of the new guidelines but one thing that is very hopeful about 
them is that they emphasize “patient preferences.” When people realize that a daily 
statin for five years reduces the chance of a cardiovascular event by about one per cent 
(or five to seven per cent if you have already had a heart attack), they might come to the 
conclusion that statins aren’t worth the hassle, risk of adverse effects and the financial 
costs. 

Knowing the miniscule effects of “high cholesterol” I think will lead people to seek out 
other — perhaps healthier and safer — ways to lower their cardiovascular disease risk. 

The new guidelines, put out by the American Heart Association and the American Col- 
lege of Cardiology, are saying that targeting numerical values of what is considered 
“ideal” cholesterol is the wrong approach. Like with any “treat to target” approach, a 
number of people will never reach the targets, no matter how strong a statin they swal- 
low, and then they are left with anxiety and feeling like a ticking time bomb just because 
of an arbitrary threshold that they couldn’t get below. 

There are a lot of things that determine your risk of future cardiovascular disease and 
any online Framingham calculator will help you put some numbers around what your 
personal risks might be. But just because something is a risk factor doesn’t mean lower- 
ing it will reduce or eliminate that risk. 

These new guidelines also put the kibosh on so-called cholesterol boosting drugs, such 
as ezetimibe (trade names: Ezetrol or Zetia) which most independent analysts have 
been calling a massive waste of money ever since they hit the market. This drug may 
lower your LDL cholesterol, but so what? Does it make a difference in your chances of 
having a heart attack or stroke? There’s no evidence to support that. Despite this lack 
of any meaningful effect, it still makes its manufacturer, Merck, nearly $3 billion per 
year. 

It’s debatable whether these new guidelines will increase or decrease the use of choles- 
terol-lowering drugs. At the very least I think they may well help people relax, and that’s 
a good thing. When patients start to ask their doctors about the benefits, the potential 
adverse effects of the drugs and the risk of drug-to-drug interaction, a fuller and more 
comprehensive discussion can happen about what swallowing a daily statin will ulti- 
mately mean for them. 

At the end of the day people can talk to their doctor about what they can do to reduce 
a future risk of heart attack or stroke, and that advice hasn’t changed: a healthy diet, ad- 
equate exercise, not smoking — the usual triumvirate of healthy living advice. To that, 
I’ll add one more: don’t worry, be happy (and stop obsessing about your cholesterol 
numbers). 
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Alan Cassels is an expert advisor with EvidenceN etwork. ca, a pharmaceutical policy researcher in 
Victoria and the author of Seeking Sickness: Medical Screening and the Misguided Hunt 
for Disease, where he writes of the folly of cholesterol screening. 

(November 2014) 

A version of this commentary appeared in the Winnipeg Free Press, Cambridge Times and 
the Waterloo Kegion Kecord. 
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New cholesterol treatment guidelines reassess statin drug use 

Debate has missed the focus on patient preference 



r 



James McCormack and Mike Allan 



There has been much discussion over the last few days, by journalists and health profes- 
sionals, on the new guidelines for the treatment of blood cholesterol put forward by the 
American Heart Association (AHA) and the American College of Cardiology (ACC). 
Critics have raised concerns the revised guidelines will increase the number of healthy 
people who take statin drugs by 70 per cent, that treatment thresholds are too low and 
that some guideline writers have links to the drug industry 



This is an important transforma- 
tion in guideline attitude, and 
here’s why. No matter what rec- 
ommendations this guideline or 
a health care professional may 
make, the patient is the one who 
should decide what’s best. 

The biggest limitation of the ACC/ AHA guidelines is that they don’t provide informa- 
tion in a manner that easily facilitates a balanced discussion between a patient and a 
health care professional. Fortunately, it’s not all that difficult. 

One of the most controversial parts of the guidelines is the threshold for treatment 




But these discussions have largely missed two key words in the new guidelines: “patient 
preference.” The ACC/AHA state clearly, and emphatically — the term is used more 
than 20 times in the document 
— that this is a framework 
for clinical decision making 
that must incorporate “patient 
preferences.” To put this into 
context, the Canadian Cardio- 
vascular Society lipid guidelines 
from 2006 and 2009 make no 
mention of patient preferences 
whatsoever, and while their 2012 
version contains the word “pref- 
erences” five times, only once 
do they actually refer to patient 
preferences. 
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they recommended — individuals with a 10-year heart attack and stroke risk of 7.5 per 
cent or greater is where “risk reduction benefit clearly exceeds the potential for adverse 
effects.” That’s their opinion but what counts is your opinion. 

The evidence suggests statins reduce heart attack/ stroke risk by approximately 30 per 
cent or roughly one third. 

What does this mean? If you take roughly a third off of 7.5 per cent (2.5 per cent), the 
risk for heart attack and stroke would drop to around five per cent. Put a different way, 
this means 40 people need to be treated for 10 years to benefit one person; or 97.5 per 
cent get no clinical benefit whatsoever from statin drugs. 

Let’s say a higher threshold like 10 per cent had been chosen instead, as some critics 
have argued should have been the case. Doing similar math, 10 per cent goes down to 
seven per cent (a 30 per cent reduction) which is a difference of three per cent. Thus, 

33 people need to be treated to benefit one person and 97 per cent get no benefit from 
taking statins. So the big debate about the threshold is a debate about a 0.5 per cent 10- 
year difference (a three per cent vs. a 2.5 per cent benefit). 

Now on the other end of the risk spectrum, a person with a past stroke/heart attack or 
an older person with many risk factors may have roughly a 30 per cent risk. They would 
get a 10 per cent absolute benefit over 10 years. This means this higher risk person 
(who has already had a heart attack or stroke) taking a statin for 10 years has about a 
one in 10 chance of benefiting from the medicine while 90 per cent will get no benefit 
at all. 

That’s the benefit, so what about harm? 

Muscle aches and stiffness occur in five to 10 per cent of people taking statins, with 
severe muscle or kidney damage occurring in roughly one in 10,000, and possible ab- 
normal liver lab values in two per cent. Some people experience nausea, constipation, 
diarrhea and then, of course, there is the drug cost and the frustration of taking a pill 
every day. Fortunately most of these harms are reversible. 

There are a few caveats. Most studies with statins have been for five years or less, so we 
really don’t know about long-term benefit and harm. You may have also heard statins 
cause diabetes, but the risk increase for diabetes is only about one per cent, and because 
statins overall reduce the risk for heart attack or stroke (the reason we treat type 2 dia- 
betes), this risk is not clinically important. 

If, after thinking about the above information you wish to try a statin, then that is the 
right choice for you. If, however, you don’t want to take a statin based on the informa- 
tion, that is also the right choice for you. In either case, you can always change your 
mind. 

Your health care professional should support you no matter the decision. This is really 
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what the new guidelines should be all about. 

James McCormack is an expert advisor with EvidenceNetwork.ca and a professor with the Vacuity of 
Pharmaceutical Sciences at the University of British Columbia in Vancouver. Mike Allan is a fam- 
ily doctor ; associate professor and the director of evidence based medicine in the Department of Vam- 
ily Practice at the University of Alberta. They both co-host a weekly podcast (Best Science Medicine 
Podcast) that is regularly rated one of the top medical podcasts available through the iTunes store or at 
therapeuticseducation. org. 

(November 2013) 

A version of this commentary appeared in the Winnipeg Tree Press, Waterloo Region Re- 
cord and the Medical Post. 
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When health services harm more than help 

The dangers of over diagnosis 



r 



Charles Wright 



“First, do no harm,” as suggested by Hippocrates, is a vital principle that should always 
guide physicians, but they are also well aware that in modern health care, whether in the 
form of drugs, operations, radiotherapy or any other form of treatment, there is always 
the possibility of causing harm to their patients. All drugs have potential adverse side 
effects and all surgery carries risk. Doctors and patients need to be reasonably satisfied 
that the likely balance of benefit and harm with any intervention is favourable. 

Unfortunately, our ability now to test for and find insignificant abnormalities in people 
often leads to medical interventions that offer little or no benefit but still carry all the 
potential harms. Harm as a consequence of necessary treatment can be accepted but 
exposing healthy people to harm 
from treatment that they should 
not have had in the first place is 
unacceptable. 

An international effort is now 
underway to identify the specifics 
of this “over diagnosis” prob- 
lem, to raise professional and 
public awareness about it and to 
attempt to bring it under control. 

Many features of our societal 
culture conspire to cause over 
diagnosis and over treatment, 
including the enormous public 
appetite for medical services, the 
erroneous notion that earlier di- 
agnosis always causes a better re- 
sult, the fear and denial of death, 
the huge advances in technology 
bringing an ever-widening range of sensitive diagnostic tests, and the inevitable vested 
interests of drug and technology firms and of health care professions. 

The public are bombarded with messages on what disease they don’t know they have 
yet, what drug they should be taking and what they must urgently talk to their doctor 
about. 



((overdiagnosis is a serious problem 

IN SCREENING FOR CANCER, ESPECIALLY 
OF THE PROSTATE, BREAST AND THYROID. 
THIS HAS BEEN A VERY HARD LESSON TO 
LEARN IN VIEW OF THE HIGH HOPES AND 
THE RESOURCES THAT WE HAVE INVESTED 
IN SCREENING PROGRAMS AS THE WAY 
TO REDUCE MORTALITY FROM CANCER.) 5 

Dr. Charles Wright, former surgeon and former Chair 
of Ontario Health Technology Advisory Committee 
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There are abundant examples in current medical practice. When enthusiastic specialty 
groups keep lowering the threshold level for calling a test for diabetes, kidney failure or 
high blood pressure abnormal, many more people are labeled with a disease. Drug firm 
advertising has convinced the public that cholesterol is a disease rather than a normal 
component of the blood. Normal human experiences, like grief, sadness, shyness, anxi- 
ety or hyperactivity risk getting you a diagnosis of a psychiatric “disorder” accompa- 
nied, of course, by a drug prescription. The dangers of sleeping pills and of antibiotics 
for viral infections do not seem to be understood by huge numbers of patients — and, 
unfortunately, many physicians also. 

Over diagnosis is a serious problem in screening for cancer, especially of the prostate, 
breast and thyroid. This has been a very hard lesson to learn in view of the high hopes 
and the resources that we have invested in screening programs as the way to reduce 
mortality from cancer. The initial hope for the benefit of breast (mammography) and 
prostate (PSA) screening has been tempered by the more recent evidence on the very 
small size of the potential benefit in relation to the substantial harm caused by false 
positive tests. For decades these screening tests have led to biopsies revealing micro- 
scopic cells that are currently labeled as “cancer” by the pathologist, but with uncertain 
potential to cause any significant problem for the patient in the future. 

A biopsy report using the “c” word inevitably causes fear and distress for the patient 
and, frequently, an aggressive treatment plan from the doctors. This problem — over 
diagnosing cancer — is now widely recognized, even by the U.S. National Cancer Insti- 
tute that recently issued a seminal report by an expert panel recommending that these 
uncertain “cancers” should instead be labeled “IDLE” (indolent lesions) until research 
can help us differentiate those that need treatment from those that do not. 

Those working in the cancer field, including clinicians and pathologists, will have to 
consider a new vocabulary, nomenclature and reporting language. At the very least, phy- 
sicians need to share honestly with patients the serious uncertainty about the prognosis 
for these so-called “cancers” rather than pretending that current treatments are always 
based on good evidence of benefit. 

It is widely believed by health care analysts that a significant proportion of currently 
provided health services is inappropriate — whether due to over diagnosis, over treat- 
ment or unnecessary and repetitive testing and imaging. This represents a huge wasted 
resource — health care dollars that could be spent productively elsewhere in the system 
— but even worse is the obvious fact that such services may not offer any benefit while 
subjecting patients to a wide range of all too familiar adverse side effects, risks and 
harms. 

There is an urgent need for patients to be given more accurate and accessible informa- 
tion about the risks and benefits of health interventions, especially in screening pro- 
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grams involving normal healthy people with no signs or symptoms of disease. And re- 
member the old adage, in health care as in many other things: more is not always better. 

Charles Wright is an expert advisor with EvidenceNetwork.ca and chair of the Ontario Health Tech- 
nology Advisory Committee. 

(December 2013) 

A version of this commentary appeared in the Globe and Mail, the Medical Post and Kev- 
inMD. 
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Sure fire tricks to get the most out of your vitamin supplements 



c 



Mike Allan and James McCormack 



D 



According to the Oxford Dictionary , vitamins “are a group of organic compounds es- 
sential for normal growth and nutrition and are required in small quantities in the diet 
because they cannot be synthesized by the body.” 

As humans, we long for perfect health and longevity. This temptation leads us to try an 
endless variety of interventions to achieve this goal, with varying degrees of success. 

It may be this yearning for unattainable perfection that leads to decisions which appear 
logical but, in fact, are not. 



The “vitamin logic” states, “if the body needs small amounts of vitamins to function, 
the body will perform even better if given more.” It is important to remember that us- 
ing the “need a little so take a 



WELL OVER 100,000 PEOPLE HAVE BEEN STUDIED 
OVER A NUMBER OF YEARS AND THE RESULTS ARE 
OVERWHELMING: FOR RELATIVELY HEALTHY PEOPLE 
WITHOUT OBVIOUS VITAMIN DEFICIENCIES, TAKING 
DAILY VITAMINS RESULTS IN NO CHANGE IN OVERALL 
DEATH RATE, CANCER OR CARDIOVASCULAR DISEASE. 



lot” philosophy has not turned 
out so well with food, alcohol, 
medications or vices. 

There is the unfortunate reality 
that multiple large well-designed 
studies have quite consistently 
shown no advantage in taking 
vitamin supplements for rela- 
tively healthy people. 

To date, well over 1 00,000 
people have been studied over 
a number of years and the re- 
sults have confounded vitamin 
logisticians and sales reps every- 
where. Almost without fail, for 
relatively healthy people without 
obvious vitamin deficiencies, 
no change in overall death rate, 

cancer or cardiovascular disease has been shown. In fact, anti-oxidant vitamins, like 
Vitamin A, E or beta-carotene, have actually been shown to increase death for approxi- 
mately one in every 300 who take any of those supplements for roughly three to five 
years. 




Mike Allan, family doctor and 
director of evidence-based medicine 
in the Department of Family 
Medicine at the University of Alberta 




B vitamins, believed to potentially reduce cardiovascular disease, have also been shown 
to have no effect. A very recent review also suggests no overall important clinical ben- 
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efit from using Vitamin D supplements, except maybe reduced hip fractures, but 300 
to 400 people need to take it to benefit one person, so the clinical importance of this is 
questionable. 

‘Vitamin logic” is so powerful that many of you may still be reluctant to believe the 
evidence, so we have devised some fool-proof ways for you to get the maximum ben- 
efit from vitamin supplements. 

After purchasing any vitamin supplements, immediately drive to the house of a friend 
or family member that is at least five km from your house and ask them to store these 
vitamins in a safe place. Every day, when you generally take your vitamin supplement, 
simply walk to their house, pop that pill and then immediately walk home. Briskly. The 
results will astound you. 

For those of you who swear by higher dose vitamins, choose a home 10 km from your 
house, run there at a comfortable pace, take two pills and run home. Note: You can ac- 
tually just take one and get the same effect, which immediately cuts costs in half. Note 
2: You can also take none. 

If you have no friends or family — hopefully not a result of your vitamin “habit” 

— and are thus forced to keep and take your vitamins at home, there are still ways to 
maximize their effect. The ultimate technique is to place your favourite vitamins on 
your dinner plate and surround them with a variety of fresh vegetables, fruit and fish/ 
poultry. Should you at anytime during the meal feel compelled to take one of the vi- 
tamins, pick it up, lick it, and then compare it to the taste of any of the food on your 
plate. If you prefer the taste of the vitamin supplement, go for it. Delicious Flintstones 
chewables are, of course, an exception — especially the Dino ones. 

Fortunately, your body is equipped with a tremendous filtering system known scientifi- 
cally as “your kidneys.” So effective are these organs that if you ingest more than the 
small amount of vitamins required for health, you pee out the excess. However, to 
avoid any possible strain on your kidneys, we suggest, before taking your vitamins, place 
them directly into the toilet and flush. Although this avoids the “middle man,” we’ll 
have to pray it won’t harm the fishes. 

When you purchase vitamins, make sure they come from “natural sources” as it is well 
known that natural things are completely safe — for example, natural arsenic, natural 
tornadoes and natural snake venom. 

Finally, if you can’t live without the belief vitamin supplements really do work, then 
package up the ones you buy and send them to countries where vitamin deficiency is a 
serious health concern. You will be proven correct, they are vital, and the effect of this 
generosity may be the only daily supplement you need. 

Mike Allan is a family doctor ; an associate professor and the director of evidence based medicine in the 
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department of Family Medicine at the University of Alberta. James McCormack is an expert advisor 
with EvidenceNetwork.ca and professor with the Faculty of Pharmaceutical Sciences at the University 
of British Columbia in Vancouver. They both co-host a weekly podcast — Best Science Medicine Pod- 
cast — that is regularly rated one of the top medical podcasts available through the iTunes store or at 
therapeuticseducation. org. 

(February 2014) 

A version of this commentary appeared in the Vancouver Sun and the WinnipegFree Press. 
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Les astuces les plus sures pour tirer le maximum des supple- 
ments vitaminiques 



r 



Mike Allan et James McCormack 



Selon le Oxford Dictionary , les vitamines [traduction] « sont un groupe de composes or- 
ganiques qui sont essentiels a une croissance et une alimentation normales et doivent 
etre ingeres en petite quantite dans le regime alimentaire, car le corps ne peut les synthe- 
tiser ». 

En tant qu’etres humains, nous esperons tous avoir une sante parfaite et vivre long- 
temps. Ce desir nous pousse a tenter un nombre incalculable de moyens de parfaire 
notre sante avec plus ou moins de succes. Notre quete acharnee d’une perfection 
inatteignable peut cependant nous amener a prendre des decisions qui en apparence 
semblent rationnelles, mais qui 
en verite ne le sont pas. 

Selon ce qu’on pourrait appeler 
la « logique des vitamines », on 
sera porte a croire que « si le 
corps a besoin de petites quan- 
tites de vitamines pour fonc- 
tionner, lui en donner de plus 
grandes quantites lui permettra 
de fonctionner encore mieux ». 

II ne faut toutefois pas oublier 
que cette idee selon laquelle ce 
dont on a besoin en petite quan- 
tite devrait etre consomme en 
grande quantite peut mener a 
des resultats plutot negatifs lors- 
qu’on l’applique a la nourriture, 
a Talcool, aux medicaments ou a 
nos vices. 

Malheureusement, la realite veut 
que de nombreuses etudes con^ues avec serieux et a grande echelle aient demontre de 
fa^on assez constante que la consommation de supplements vitaminiques n’offre aucun 
avantage chez les personnes qui sont relativement en bonne sante. 

Jusqu’a ce jour, plus de 100 000 personnes ont fait l’objet d’etudes s’entendant sur de 
nombreuses annees et dans tous les cas les resultats ont contredit les tenants de la lo- 
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gique des vitamines et les representants commerciaux. Presque a tout coup, chez les 
personnes relativement en bonne sante et ne souffrant pas d’une carence vitaminique 
apparente, la consommation de supplements vitaminiques n’a eu aucun effet pouvant 
etre demontre sur le taux general de mortalite ni sur les taux de cancer ou de maladies 
cardiovasculaires. En fait, il a ete demontre que les vitamines qui ont un effet antioxy- 
dant, comme la vitamine A, la vitamine E et le beta-carotene, contribuent en verite a 
accroitre la mortalite chez approximativement 1 personne sur 300 ayant consomme de 
tels supplements vitaminiques pendant une periode d’environ trois a cinq annees. 

Les etudes ont en outre montre que les vitamines B, qu’on croit associees a une pos- 
sible reduction des maladies cardiovasculaires, sont aussi sans effet. Un examen tout 
recent laisse egalement entendre que la consommation de supplements de vitamine D 
n’apporte aucun avantage clinique general important, a part peut-etre une reduction des 
fractures de la hanche, mais pour obtenir cet avantage chez une personne, il faut que de 
300 a 400 personnes consomment des supplements de vitamines D, ce qui laisse dubita- 
tif quant a son importance clinique reelle. 

La logique des vitamines est par contre si profondement ancree dans les croyances qu’il 
est possible que vous hesitiez toujours a accepter les faits. C’est pour cette raison nous 
avons elabores un petit ensemble de methodes fiables pour tirer le maximum d’avan- 
tages des supplements vitaminiques. 

Apres l’achat de supplements vitaminiques, rendez-vous immediatement chez un ami ou 
un membre de la famille qui vit a au moins cinq kilometres de votre domicile et deman- 
dez-lui de garder vos supplements dans un lieu sur. Ensuite, chaque jour, au moment ou 
vous prenez habituellement votre supplement, rendez-vous tout simplement a pied chez 
votre ami ou membre de la famille, prenez une capsule, et rentrez immediatement chez 
vous, sans tarder. Les resultats vous stupefieront. 

Si vous n’avez foi qu’en des doses plus importantes de vitamines, choisissez un ami ou 
membre de la famille vivant a 10 kilometres de chez vous, et rendez-vous a cet endroit 
au pas de course en gardant un rythme confortable, prenez deux capsules, et rentrez 
chez vous en courant. Remarque : vous pouvez, dans les faits, prendre une seule capsule 
et obtenir le meme effet, ce qui permet de reduire les couts de moitie. Deuxieme re- 
marque : vous pouvez egalement ne prendre aucun supplement pour le meme effet. 

Si vous n ? avez pas de famille ou d’ami vivant pres (esperons que ce n ? est pas en raison 
de votre « consommation » de vitamines) et que vous devez conserver et prendre vos 
supplements vitaminiques chez vous, il existe d’autres moyens de maximiser leur effet. 
Le meilleur est de mettre vos supplements favoris dans une assiette a diner et de les 
entourer de divers legumes frais, de fruits et de poulet ou poisson. Si pendant le repas 
vous vient l’envie de prendre un supplement, prenez-le entre vos doigts, lechez-le, et 
comparez son gout avec la saveur de la nourriture dans votre assiette. Si vous preferez 
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le gout du supplement a celui des aliments, avalez-le. Les delicieuses vitamines Pierrafeu 
sont evidemment une exception, en particular celles qui ont la forme de Dino ! 

Heureusement, votre corps dispose d’un extraordinaire systeme de filtration, commu- 
nement appele « les reins ». Ces organes sont si efficaces que, lorsque vous ingerez plus 
que la petite quantite de vitamines dont vous avez besoin pour demeurer en sante, ils en 
expulsent l’excedent dans votre urine. Toutefois, afin d’eviter un epuisement eventuel de 
vos reins, nous vous conseillons avant de prendre un supplement vitaminique de le jeter 
directement dans la toilette et d’actionner la chasse d’eau. Bien qu’en procedant ainsi 
vous eviterez de les faire passer par votre organisme, prions pour que les supplements 
ne causent aucun tort aux poissons. 

Lorsque vous achetez des vitamines, assurez-vous qu’elles proviennent de « sources na- 
turelles », car il est bien connu que toutes les choses naturelles sont parfaitement securi- 
taires, comme l’arsenic naturel, les tornades naturelles et le venin de serpent naturel. 

Enfin, si vous etes toujours incapable d’abandonner la croyance que les supplements 
vitaminiques fonctionnent reellement, emballez ceux que vous achetez dans un colis et 
envoyez-les dans un pays ou les carences en vitamines sont un probleme de sante pu- 
blique grave. La justesse de votre croyance en Tefficacite des supplements vitaminiques 
sera alors confirmee, car dans ces pays ils sont veritablement essentiels ; l’effet de cette 
generosite pourrait cependant etre le seul supplement quotidien dont vous avez reelle- 
ment besoin. 

Mike Allan est medecin de famille , professeur agrege et directeur des pratiques medicales fondees sur 
des donnees probantes en medecine familiale a I’Universite de V Alberta. James McCormack est un ex- 
pert-conseil a EvidenceN etwork. ca. II est egalement professeur a la faculte des sciences pharmaceutiques 
de I’Universite de la Colombie-Hritannique a Vancouver. 

Les deux auteurs animent une emission hebdomadaire en baladodiffusion (Best Science Medicine Pod- 
cast) qui regulierement est cotee comme etant la meilleure emission medicale offerte sur le site de la bou- 
tique iPunes ou au therapeuticseducation. org . 

fevrier 2014) 

Une version de ce commentaire est parue dans Le Huffington Post Quebec. 
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Screening mammography 

It’s time to tell women the facts 



r 



Charles Wright 



When first introduced four decades ago, breast cancer screening with mammography 
was widely regarded as an important tool in the fight against this terrible disease. It 
seemed obvious that the earlier it could be diagnosed the more lives could be saved. 
Aggressive treatment, it was thought, would prevent the cancer from spreading through 
the body. A huge amount of research evidence since then has slowly and painfully led 
to a different conclusion. 



It must be emphasized that 
this is the case for population 
screening of healthy women, 
not those with extra high risk 
factors. 

This is a very unpleasant mes- 
sage for modern developed soci- 
eties where three generations of 
women have been led to believe 
that regular mammograms will 
save their lives and where an 
enormous related industry has 
been built up, but it is time to 
face the facts. 




ANDTHE SERIOUS ADVERSE 



It is now clear that the benefits of screening mammography have been greatly exagger- 
ated and the serious adverse effects all but ignored in the enthusiasm to support breast 
screening programs. It’s time for 
these programs to be reconsid- 
ered. 



T SNOW CLEAR THATTHE 



BENEF TS OF SCREEN NG 



MAMMOGRAPHY HAVE BEEN 



GREATLY EXAGGERATED 



EFFECTS ALL BUT IGNORED 



INTHE ENTHUS ASMTO 



SUPPORT BREASTSCREENING 



PROGRAMS. IT'STIMEFORTHESE 



PROGRAMS TO BE RECONSIDERED 



Dr. Charles Wriglw, former surgeon 
and former chair of the Ontario 
Health Technology Advisory 



Unscientific opinions and pow- 
erful vested interests abound on 
this subject, so it is essential to 

focus on well-conducted studies from independent sources to summarize the evidence. 
One of the most trusted of these, the Cochrane Collaboration, has been studying 
screening mammography intensively. Their most recent bulletin states that the benefit 
of screening 2,000 women regularly for 10 years is that one woman may have her life 
prolonged. Of the other 1,999 women, at least 200 will have false positive mammo- 
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grams leading to biopsies and surgery, and at least 10 women will be falsely diagnosed 
with breast cancer and consequently subjected to unnecessary surgery, radiotherapy and 
chemotherapy 

This problem, called over diagnosis, occurs when a biopsy reveals microscopic cells 
that are currently labeled as “cancer” by the pathologist, but with uncertain potential 
to cause any significant problem for the patient in the future. The “c” word inevitably 
causes fear and distress for the patient and an aggressive treatment plan from the doc- 
tors. This is now widely recognized, even by the U.S. National Cancer Institute which 
has recently recommended that these uncertain “cancers” should instead be labeled 
“IDLE” (indolent lesions) until research can help us differentiate those that need treat- 
ment from those that do not. 

Now we’ve more evidence. The Canadian National Breast Screening Study published 
February 11, 2014 in the British Medical Journal ' and widely reported in the international 
media, solidly confirms that there is no upside to breast screening healthy women in 
terms of mortality benefit in exchange for the downside of all the adverse consequenc- 
es. In this study, 90,000 women aged 40 to 59 were randomly allocated to the mammog- 
raphy screening program or to annual physical examination only, with follow up to 25 
years. The mortality was the same in both groups (500 in the first group and 505 in the 
second). 

Adverse consequences from screening can include false negatives (a cancer is growing 
but missed by the mammogram), and potentially cancer-causing cumulative X-ray expo- 
sure. Not to mention the anxiety, pain and discomfort that women experience with the 
procedure and the huge cost of these programs to the health care system. 

This new study, along with the Cochrane analysis, represent the beginning of a grow- 
ing consensus among scientists and clinical epidemiologists that the evidence no longer 
supports population screening of healthy women with mammography. Several promi- 
nent female U.K. doctors have gone public about choosing not to have breast cancer 
screening, including the editor of the British Medical Journal ' the past president of the 
Royal College of GPs and the professor of obstetrics at King’s College London. 

Nobody can be happy about all of this disappointing news with its serious public, pro- 
fessional and political implications, but surely we cannot ignore it. The hope that breast 
screening could cause a reduction in the mortality from this terrible disease was at first 
well placed 40 years ago, but it is no longer possible to advocate for an intervention 
that carries such a tiny (if any) likelihood of benefit along with such a huge burden of 
harmful consequences. 

The very essence of science is about seeking truth through the constant cycle of evi- 
dence, analysis and revision. In response to a hostile question, John Maynard Keynes 
famously remarked “When the facts change, I change my mind. What do you do, sir?” 
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We should heed that lesson here. 

It may take a long time to dispel the false hope that has been given to women with 
mammogram screening, but the very least and immediate response should be the de- 
velopment of a mandatory consent form for women to sign before screening that dis- 
tinguishes the most recent and overwhelming evidence from the current inappropriate 
enthusiasm. Women would then be empowered to make an informed choice. 

Public health agencies should also consider a comprehensive plan for public re-educa- 
tion about screening mammography, followed by the gradual dismantling of population 
breast screening programs across the country. 

Following Dr. Charles Wright ’s career as surgeon , teacher ; researcher and health system administrator ; 
he is now a consultant in medical affairs, program planning and evaluation based in Toronto and an 
expert advisor with EvidenceNetwork.ca. He recently stepped down as chair of the Ontario Health 
Technology Hdvisory Committee. 

(February 2014) 

A version of this commentary appeared in the Globe and Mail, Vancouver Province and the 
Huffington Post. 
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La mammographie de depistage 

II est temps de mettre les femmes au courant des faits 



Charles Wright 



11 y a quarante ans, la mammographie de depistage du cancer du sein fut accueillie par 
une majorite comme un outil important dans la lutte contre cette terrible maladie. 11 
semblait evident que plus on la detecterait tot, plus on sauverait de vies. Un traitement 
agressif, pensait-on, permettrait d’empecher sa propagation dans Torganisme. Depuis 
lors, une quantite enorme de donnees de recherche nous a menes, lentement et penible- 
ment, vers d’autres conclusions. 

11 est clair aujourd’hui que, dans notre elan d’enthousiasme a l’egard des programmes 
de depistage, nous avons grandement exagere les avantages de la mammographie et 
largement passe sous silence la 
gravite de ses effets indesirables. 

Le temps est venu de repenser 
notre approche. 

Insistons d’abord sur le fait 
que cette remarque concerne 
le depistage de masse chez les 
femmes en bonne sante, et non 
celles qui montrent des facteurs 
de risque tres eleves. 

11 s’agit d’un message tres desa- 
greable a livrer dans nos socie- 
tes modernes et developpees, 
ou trois generations de femmes 
ont ete amenees a croire qu’une 
mammographie realisee sur une 
base reguliere permettrait de 
sauver des vies et ou tout un 
secteur d’activite a essaime au- 
tour de cette idee. Neanmoins, il 
est temps de regarder les choses en face. 

Les opinions non scientifiques sur le sujet abondent, de puissants groupes d’interets 
aussi. II est done essentiel de s’en tenir, pour colliger les donnees probantes, aux etudes 
menees dans les regies de l’art par des sources independantes. L’une des plus fiables 
parmi celles-ci, la Collaboration Cochrane, suit de tres pres la mammographie de de- 
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pistage. Dans son bulletin le plus recent, on apprend que le depistage regulier de 2000 
femmes pendant 10 ans ne permet de prolonger la vie que d’une femme seulement. 

Sur les 1999 qui restent, pas moins de 200 obtiendront un resultat faux positif qui les 
conduira a la biopsie et a la chirurgie; au moins 10 recevront un faux diagnostic de can- 
cer du sein et seront soumises, par consequent, a des interventions inutiles en chirurgie, 
en radiotherapie et en chimiotherapie. 

Appelee « surdiagnostic », cette situation survient lorsqu’une biopsie revele des cellules 
microscopiques auxquelles le pathologiste attribuera couramment l’etiquette « cance- 
reuses », sans qu’on sache avec certitude si elles risqueront de causer un jour un pro- 
bleme important pour la patiente. Inevitablement, le mot « cancer » provoque de la peur 
et de la detresse; il pousse les medecins a intervenir de fa^on musclee. C’est un fait lar- 
gement admis, meme par le National Cancer Institute des Etats-Unis, qui recommande 
depuis peu de designer ces « cancers » incertains par l’acronyme « IDLE » (pour indolent 
lesions [lesions indolentes]), jusqu’a ce que les recherchent nous permettent de distinguer 
entre celles qu’il faut traiter et les autres. 

On vient d’obtenir de nouvelles preuves a cet egard. Publies cette semaine dans le Bri- 
tish Medical ]ournal et rapportes abondamment dans la presse internationale, les resultats 
de la Canadian National Breast Cancer Screening Study confirment sans ambigu’fte que 
les avantages du depistage chez les femmes en bonne sante ne contrebalancent aucune- 
ment, sur le plan de la mortalite, les inconvenients associes a ses repercussions indesi- 
rables. Dans l’etude canadienne, 90 000 femmes agees de 40 a 59 ans ont ete reparties 
aleatoirement en deux groupes; le premier a subi un programme de depistage par mam- 
mographie et le deuxieme, un examen medical annuel seulement. Apres les avoir suivis 
pendant 25 ans, on a constate que le taux de mortalite etait identique dans les deux 
groupes (500 dans le premier et 505 dans le deuxieme). 

Les repercussions indesirables decoulant du depistage comprennent les faux negatifs (il 
y a presence de cancer, mais la mammographie ne le decele pas), ainsi qu’une exposition 
cumulative a des rayonnements potentiellement cancerigenes. Sans mentionner l’anxiete, 
la douleur et l’inconfort que suscite ^intervention chez les femmes et le cout enorme 
des programmes pour le systeme de sante. 

Jumelee a l’analyse Cochrane, cette nouvelle etude signale l’emergence d’un consensus 
chez les scientifiques et les epidemiologistes cliniques : les donnees probantes n’ap- 
puient plus le depistage de masse par mammographie chez les femmes en bonne sante. 
Au Royaume-Uni, plusieurs eminentes femmes medecins ont declare publiquement 
qu’elles ne subiraient pas Texamen, dont l’editrice du British Medical Journal, l’ancienne 
presidente du Royal College of General Practitioners ainsi que la professeure d’obste- 
trique au King’s College de Londres. 

Vu ses repercussions serieuses sur le plan populationnel, professionnel et politique, ce 
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constat ne rejouira personne, mais on ne peut certes pas le passer sous silence. II y a 40 
ans, l’espoir de reduire, grace au depistage, le taux de mortalite attribuable a cette ter- 
rible maladie etait fonde. II n’est plus possible, toutefois, de se porter a la defense d’une 
intervention qui ne comporte qu’une minuscule chance (si chance il y a) d’apporter des 
bienfaits, surtout lorsque le fardeau des consequences nuisibles est aussi lourd. 

La recherche de la verite grace au cycle perpetuel de la collecte de donnees, de l’analyse 
et de la remise en question constitue l’essence meme de l’approche scientifique. A une 
question hostile qui lui etait posee, John Maynard Keynes a donne une reponse devenue 
celebre : « Quand les faits changent, je change d’avis. Et vous, monsieur? » Dans le cas 
qui nous occupe, c’est un enseignement que nous devrions suivre. 

Renoncer aux faux espoirs suscites par la mammographie de depistage pourrait prendre 
un certain temps. A tout le moins, une mesure immediate devrait etre prise : instaurer 
un formulaire de consentement obligatoire qu’on demanderait aux femmes de signer 
avant l’examen, dans lequel les donnees irrefutables les plus recentes viendraient contre- 
balancer l’enthousiasme qu’il suscite a tort. Les femmes disposeraient alors de toute l’in- 
formation requise pour faire un choix eclaire. 

Les organismes de sante publique devraient envisager l’adoption d’un plan exhaustif de 
« reeducation » du public a Tegard de la mammographie, qui serait suivi d’un demantele- 
ment progressif des programmes de depistage de masse d’un bout a fautre du pays. 

Apres une carriere bien remplie comme chirurgien , professeur ; chercheur et administrateur de la sante \ 
le docteur Charles Wright est devenu conseiller en affaires medicales ainsi qu’en planification et evalua- 
tion de programmes a Toronto. II est aussi expert-conseil aupres du site EvidenceN etwork. ca. Jusqu’a 
tout recemment \ il presidait le Conseil consultatif ontarien des technologies de la sante. 

(fevrier 2014) 

Une version de ce commentaire est parue dans Le Huffington Tost Quebec. 
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The best health advice you’ll get today? 

Misinformation about breast cancer screening still a problem 



r 



Alan Cassels 



I was about to call it a day when an email arrived with the following in the subject line: 
“The Best Health Advice You’ll Get Today.” That caught my attention. 

I was curious. And I’m a sucker for free health advice. I’ve got more than just a pass- 
ing interest in health advice, seeing as I spend much of my working hours examining 
the quality of evidence that underlies what people say about drugs, screening and other 
kinds of health treatments. So when someone wants to offer me the “best,” I sit up and 
pay attention. 




I quickly learned this email was sent to me from the Canadian Breast Cancer Founda- 
tion as part of their monthly 
update. The email was essentially 
reminding me about how im- 
portant breast cancer screening 
is and how often women should 
subject themselves to it. 

“Mammograms save lives” read 
the headline. My heart sank. Not 
only is this headline unlikely to 
be true, it’s possibly dangerous. 

The headline followed with the 
statistic that “regular mammo- 
grams for women age 40 and 
over equal a 25 per cent reduc- 
tion in the number of breast 
cancer-related deaths.” 




MANY SCIENTISTS WHO HAVE 

CLOSELY ATTHE EVIDENCE HAVE 
SOUNDLY QUESTIONED ROUTINE 
MAMMOGRAMS FOR HEALTHY WOMEN 
* -THOSE WITH NO EXTRA RISK 
FACTORS FOR THE DISEASE -AND 
PARTICULARLY FOR YOUNGER WOMEN 
BECAUSE OF THE jgffl^ffipROBLEMSOF 
OVERDIAGNOSIS AND OVERTREATMENT. 



NJ 



Alan Cassels, pharmaceutical policy 
researcher and author of Seeking Sickness: 
Medical Screening and the Misguided Hunt for Disease 



Many scientists who have 
looked closely at the evidence 
have soundly questioned rou- 
tine mammograms for healthy 

women (those with no extra risk factors for the disease), and particularly for younger 
women (those between ages 40-59) because of the very real problems of over diagnosis 
and over treatment. So why is an organization dedicated to this serious condition send- 
ing out such misinformation — and why now, I wondered? Because, as the email says: 
“There appears to be much information of late in popular media about who should go 
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[for screening] and how often.” 



In other words, perhaps they felt it was time to counter what the scientists were saying. 
It was three years ago in the Canadian Medical Association Journal when Danish screening 
expert Dr. Peter Gotzsche asked a provocative question: Which country was going to 
be the first one to stop mammography? He was also the lead author of a Cochrane Re- 
view of mammography which included seven trials involving 600,000 women between 
39 to 74 years randomly assigned to receive screening mammograms or not and found 
that the screening did not reduce breast cancer deaths. 

Then this February, a 25-year study by Cornelia Baines and Anthony Miller at the Dalla 
Lana School of Public Health in Toronto added weight to that assessment, finding that 
annual breast cancer screening of women age 40 and 59 does not reduce breast cancer 
death rates compared to regular physical examination or usual care. This message got a 
fair bit of media play because it was, after all, a Canadian study and one of the biggest 
and highest quality studies ever done on breast cancer screening. 

This research is adding up to what I would call a wholesale re-questioning of the need 
for mammography based on the fact that the overall benefits seem to be vanishingly 
small and the harms — including unnecessary cancer scares, biopsies and surgeries 
— considerable. 

Maybe the folks down at the Canadian Breast Cancer Foundation didn’t get the memo? 

Just two weeks ago, an article from the New England Journal of Medicine was published 
suggesting that Switzerland might be the first nation in the world to dismantle its breast 
cancer screening program for women of average risk. In a report prepared by the Swiss 
Medical Board (a group that assesses medical technology), the authors wrote that mam- 
mography screening of women between 50 and 69 may prevent one breast cancer death 
out of a 1,000 screened women, but that there was no proof that screening programs 
affect overall deaths. In other words, echoing the work of scientists like Baines, Miller 
and Gotzsche, the mantra that “Mammography Saves Lives” is simply not true for most 
women. 

The authors of that recent New England article concluded by saying: “It is easy to pro- 
mote mammography screening if the majority of women believe that it prevents or re- 
duces the risk of getting breast cancer and saves many lives through early detection of 
aggressive tumours. We would be in favour of mammography screening if these beliefs 
were valid. Unfortunately, they are not, and we believe that women need to be told so.” 

But what do Canadians get instead? 

The Canadian Breast Cancer Foundation saying that we should ignore the science, as 
they dish out the “Best Health Advice” via an email on a Friday afternoon. 

Mammography seems to be at the heart of an agenda and a belief system which goes 
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counter to providing women with the “best advice,” which is clear, unbiased informa- 
tion promoting a message based on science, not propaganda. 

Alan Cassels is an expert advisor with EvidenceNetwork.ca , a pharmaceutical policy researcher and 
the author of Seeking Sickness: Medical Screening and the Misguided Hunt for Disease, 
which has an entire chapter devoted to the breast cancer screening debate. 

(May 2014) 

A version of this commentary appeared in the Huffington Post, the Victoria Times Colonist 
and Ottawa Life. 
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Most medications prescribed to children have not been adequately studied 

Canada falling behind other countries on drug safety for children 



c 



Martin Offringa and Terry P. Klassen 



) 



The development of new therapies has provided our health care system with enormous 
advances, such as insulin for diabetes, antibiotics for infections or chemotherapy for 
many cancers. Yet these therapies may also cause potential harm, even death, so the 
benefits have to be carefully weighed against the risks. 

But how do you strike a balance when treating children with drugs in the absence of 
such evidence? Most people might be surprised to learn that much of the medications 
given to children in Canada have never been adequately studied or even formally ap- 
proved for the conditions they are commonly prescribed to treat. 

Pediatricians in our country face 
this dilemma every day. Some- 
times we end up using medica- 
tions for our young patients 
even when we have no evidence 
whether a child will benefit from 
the treatment. In other cases, 
we may not use medication that 
could benefit a child because 
studies have not been done to 
demonstrate this. And some- 
times it is necessary to prescribe 
medications for serious medical 
conditions where the potential 
risks for children are not yet 
known. 

Yet when things go badly, such 
as the recent baby deaths from 
a mom nursing her baby while 
taking codeine, there is — un- 
derstandably — a public outcry that such tragedies should never happen. We know that 
ADHD medication is one of the fastest growing drug categories for children. Yet the 
Toronto Star has reported as many as 600 serious, sometimes fatal side effects caused by 
ADHD medication in the past 10 years. 

How can doctors continue to prescribe or deny medications to children without know- 





HOW CAN DOCTORS CONTINUE TO PRESCRIBE OR 
DENYMED1CATI0NST0 CHILDREN WITHOUT 
KNOWING THE POSSIBLE CONSEQUENCES FIRST? 
SUCH IS THE CURRENT SITUATION IN CANADA. 



a, professor 
of pediatrics at the University 
of Toronto, a practicing 
neonatoiogistatThe 
Hospital for Sick Children 



wm 



erry P* Klassen, 

emergency physician and dinkai 
epidemiologist; CEO and scientific 
director of the Manitoba Institute 
of Child Health 
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ing the possible consequences first? Such is the current situation in Canada. 

Sadly, we are trailing our global neighbours on the issue of drug safety and efficacy 
for children. Other countries have recognized this serious risk to children and invested 
in national research networks that are providing the much needed evidence to fill the 
current knowledge gap. The United Kingdom has the most marked example, when in 
2006 they created the Medicines for Children Research Network by making a significant 
investment and commitment to children’s health. The effect has been spectacular: the 
number of studies into the safety and efficacy of medicines for children has doubled to 
300 studies in a two-year time span. 

In Europe and the United States, legislative changes have incentivized the undertaking 
of studies specific to children’s health treatments. Yet much work still has to be done to 
move away from the current situation where children commonly receive medicines not 
geared for their needs. 

The problem has been recognized by experts in Canada as well, and there may be a light 
in the distance. Health Canada has commissioned a report to be released in September 
of this year on Therapeutic Products in Children , undertaken by the Council of Canadian 
Academies. This report will examine the best methods for establishing the safety and 
effectiveness of new therapeutic products in children. It will also examine Canada’s po- 
sition in the context of other developments around the globe. 

The report will just be the first step in a series of necessary actions. 

The Harper government has made it clear that mothers and children are a priority for 
this government and so it has a unique opportunity to invest in evidence, best practices 
and improved regulations to better the health of our children. Such an investment by 
the federal government in children’s health in Canada will result in significant knowl- 
edge being created — and new investment being drawn to Canada. 

Why? We know from the U.K. experience that investing in a network infrastructure for 
doing clinical research will draw in investment both from the pharmaceutical industry 
and publicly funded research. Implementing the results of all of this work into the daily 
practice of health care providers will result in better health outcomes for sick children. 

Canada is uniquely positioned to make best use of this investment through collabora- 
tive disease specific networks that have already been established. There is also unparal- 
leled cooperation and coordination among various organizations that have as their chief 
mandate the health of children. 

With an investment now, Canada could leap from last to first: to leading the world in 
creating new knowledge about therapeutic products used by our children and youth. 

Martin Offringa is a professor of pediatrics at the University of Toronto , a practicing neonatologist 
and a senior scientist in Child Health Evaluative Sciences at The Hospital for Sick Children. 
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Terry P. Klassen is an advisor with EvidenceN etwork. ca> a pediatric emergency physician and clinical 
epidemiologist who is currently the CEO and scientific director of the Manitoba Institute of Child 
Health. He was the founding chair of Pediatric Emergency Research of Canada. 

Both authors serve , with many others , as experts on the Council of Canadian Academies committee 
that looks into Therapeutic Products in Children. 

(May 2014) 

A version of this commentary appeared in the Globe and Mail, the Huffington Post and the 
Hamilton Spectator. 
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La plupart des medicaments presents aux enfants n’ont pas fait 
I’objet d’etudes suffisantes pour en etablir I’innocuite 

Le Canada en retard sur d’autres pays 



Martin Offringa et Terry P. Klassen 



La mise au point de nouvelles therapies aura permis a notre systeme de sante de faire 
d’enormes progres : en temoignent l’insuline pour controler le diabete, les antibiotiques 
pour lutter contre les infections, la chimiotherapie contre le cancer. Toutefois, ces trai- 
tements peuvent aussi provoquer des effets nocifs, voire la mort, si bien qu’il faut en 
soupeser les avantages et les risques. 

Mais comment faire pour prendre une decision eclairee en l’absence de donnees pro- 
bantes, lorsqu’on soigne des enfants? La plupart des gens seraient en effet etonnes 
d’apprendre qu’au Canada, bon 
nombre des medicaments ad- 
ministres aux enfants n’ont pas 
fait l’ob jet d’etudes suffisantes 
ni re^u d’approbation formelle 
pour les maladies pour lesquelles 
on les prescrit couramment. 

C’est un dilemme quotidien 
pour les pediatres canadiens. 

Nous finissons parfois par pres- 
erve un traitement a un jeune 
patient sans savoir precisement 
s’il lui sera benefique. A l’in- 
verse, il arrive que nous nous 
abstenions d’administrer un 
medicament susceptible de l’etre 
parce qu’il n’a fait l’objet d’au- 
cune etude le demontrant. Dans 
les cas de maladies graves, il est 
parfois necessaire de recourir a 
un traitement sans en connaitre les risques eventuels pour l’enfant. 

Quand les choses se passent mal, comme ce fut le cas recemment lorsque des bebes 
nourris au sein sont morts parce que leur mere prenait de la codeine, l’indignation a ete 
generale, et avec raison. Pareilles tragedies ne devraient jamais se produire. Nous 
savons que la categorie de medicaments pour enfants qui connait aujourd’hui la plus 
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grande croissance concerne le trouble du deficit de l’attention avec ou sans hyperacti- 
vite (TDAH). Or le Toronto Star a rapporte au cours des 10 dernieres annees au moins 
600 incidents graves associes aux effets secondaires causes par ce type de produit, qui 
ont ete fatals dans certains cas. 

Comment un medecin peut-il continuer a prescrire ou a refuser de prescrire un medica- 
ment a un enfant sans en connaitre d’abord les repercussions possibles? Pourtant, telle 
est la situation aujourd’hui au Canada. 

Malheureusement, notre pays est a la traine dans le dossier de la securite et de l’effica- 
cite des medicaments pour enfants. D’autres pays ont reconnu le risque serieux qu’ils 
posent et ont investi dans des reseaux scientifiques qui s’emploient a combler les la- 
cunes en matiere de donnees et de connaissances. Le Royaume-Uni en est l’exemple 
le plus probant : en 2006, il a etabli le Medicines for Children Research Network en le 
dotant de fonds consequents, affirmant ainsi sa volonte de proteger la sante des enfants. 
Les retombees sont spectaculaires : en deux ans, le nombre d’etudes sur la securite et 
l’efficacite des medicaments pour enfants a double, pour atteindre les 300. 

En Europe et aux Etats-Unis, des changements legislates ont fourni un incitatif a la re- 
alisation d’etudes qui s’interessent en particulier aux traitements destines aux enfants. II 
reste toutefois beaucoup de travail a faire pour corriger la situation, puisque les enfants 
se voient encore prescrire couramment des medicaments mal adaptes a leurs besoins. 

Au Canada, les specialistes admettent eux aussi l’existence du probleme et on voit peut 
etre poindre a l’horizon une lueur d’espoir. En effet, Sante Canada a commande au 
Conseil des academies canadiennes un rapport sur les produits therapeutiques pour 
enfants, qui devrait etre publie en septembre prochain. II traitera des methodes a pre- 
coniser pour determiner la securite et l’efficacite des nouveaux traitements destines aux 
enfants. II analysera aussi la position du Canada par rapport a ce qui se fait ailleurs dans 
le monde. 

Ce rapport ne represente que la premiere etape d’une serie de mesures necessaires. 

Le gouvernement Harper a exprime clairement sa volonte de considerer les meres et les 
enfants comme une priorite. II se voit aujourd’hui offrir une occasion unique d’amelio- 
rer la sante de nos enfants. En effet, un investissement dans la collecte de donnees, les 
pratiques exemplaires et l’amelioration des reglements se traduira par la production de 
connaissances indispensables — tout en attirant des investissements etrangers. 

La preuve? L’ experience du Royaume-Uni demontre que le fait d’investir dans reseau 
d’infrastructures dedie a la recherche clinique pousse l’industrie pharmaceutique et les 
etablissements publics a caractere scientifique a s’investir a leur tour. Par la suite, les re- 
sultats decoulant de tout le travail accompli sont mis en pratique par les prestataires de 
sante dans le cadre de leurs interventions quotidiennes, conduisant ainsi a l’amelioration 
des resultats de sante chez les enfants malades. 
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Le Canada occupe une position avantageuse qui devrait lui permettre de bien rentabili- 
ser son investissement, puisqu’on y trouve deja des reseaux de collaboration dedies a la 
recherche sur differentes maladies. De plus, les organisations ayant pour vocation pre- 
miere de veiller a la sante des enfants entretiennent deja des rapports de collaboration et 
de coordination exceptionnels. 

En investissant des aujourd’hui, le Canada pourrait sauter du dernier au premier rang et 
devenir le chef de file mondial de la recherche sur les produits therapeutiques destines 
aux enfants et aux adolescents. 

Martin Offringa est professeur de pediatrie a PUniversite de Toronto , neonatologiste et chercheur princi- 
pal en sciences de la sante de P enfant au Hospital for Sick Children. 

Terry P. Klassen est conseiller aupres du site EvidenceN etwork. ca> pediatre urgentiste et epidemiolo- 
giste clinique. II est president-directeur general et directeur scientifique du Manitoba Institute of Child 
Health , ainsi que president fondateur du Groupe de recherche en urgence pediatrique du Canada. 

Les deux auteurs siegent parmi de nombreux autres experts au sein du comite charge de l y etude sur les 
produits therapeutiques pour enfants menee par le Conseil des academies canadiennes. 

(mai 2014) 

Une version de ce commentaire est parue dans Le Huffington Post Quebec. 
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Now there’s proof for the “Angelina Jolie Effect” 

Breast cancer screening for rare genetic mutations doubles 



c 



Alan Cassels 



) 



Up to this point, it had only been a hypothesis: that celebrity firepower can definitively 
drive consumer health behaviour in a certain direction. The case here concerns whether 
women wish to embark on a genetic hunting expedition to see if they are at “high risk” 
of developing a particular disease such as breast cancer, and the motivator in this case is 
Angelina Jolie. 



Later, after hearing she carried 
the mutations, Jolie went ahead 
with a double mastectomy — a 
full surgical removal of both 
breasts. Not only did this gen- 
erate a lot of media attention 

— including her own opinion 
piece in the New York Times 

— but it also drove a lot of 
women to get tested. 




The actress underwent genetic testing for mutations related to genetic abnormalities 
(BRCA1 or BRCA2 genes), which increases a woman’s risk of developing breast cancer. 
Coming from a family with a history of breast cancer, Jolie was considered to be in the 
“higher risk” category than av- 
erage and she was likely among 
the small numbers of women 
who would benefit from such 
testing. 



Last week, researchers at To- 
ronto’s Sunnybrook Hospital 
presented a study at the Ameri- 
can Society of Clinical Oncol- 
ogy Breast Cancer Symposium 
looking at the “Angelina Jolie Effect.” The researchers compared the number of refer- 
rals for genetic counselling made six months before and after Jolie’s story came out, and 
those who were qualified for genetic testing for the BRCA gene mutation. Their results 
showed that the referrals almost double and the number of those who qualified for ge- 
netic testing more than doubled. 



237 




This is a good news story for a few reasons. It confirmed that low-risk women were not 
bugging their doctors unnecessarily. 

What we expected from the publicity around Angelina Jolie’s story was that many wom- 
en, fearful of their breast cancer risk (yet at low risk themselves), would be flooding 
their doctors 5 offices asking for the genetic test. In fact, predicting this, the U.S. Preven- 
tive Services Task Force (USPSTF), an independent group of scientists making recom- 
mendations on medical screening, issued a warning last year saying that BRCA testing 
to find gene mutations associated with breast cancer should not be sought by women at 
low risk and unlikely to benefit. 

Telling women not to seek routine genetic counselling or testing is undoubtedly contro- 
versial. 

Certainly women are driven to ask about genetic testing given a strong fear of breast 
cancer and a strong belief that early testing saves lives, but USPSTF feared many of 
the new customers lining up for the test would be classified as the “worried well” who 
would be unlikely to carry the rare genetic mutation and hence would receive no benefit 
from being screened. Obviously for those low-risk women, the prophylactic removal of 
one’s breasts is an extreme measure that carries risks in itself. 

There have been other times when public health authorities have taken note of health 
advice coming from celebrities. The term “Katie Couric Effect” was coined, referring 
to the public impact of her having a colonoscopy performed live on the Today Show. 
Bringing high-powered attention to any kind of cancer screening is certainly one way to 
get people off the couch and heading to their doctors to do something they would not 
otherwise do. 

At the end of the day, people seeking screening of any kind, whether it is for breast, 
lung or prostate cancers or signs of heart disease, should have a frank discussion with 
their doctors of what their risk is likely to be given their unique family and disease his- 
tory. If it is considered “high,” then your chances of benefiting from screening are also 
higher than if you are at low or moderate risk to start with. 

In the case of those who are likely to carry the genetic anomalies leading to increased 
breast cancer risk, somewhere between two and three in 1,000 women will carry the 
same genetic anomalies as Angelina Jolie — and if a high number of those carrying the 
gene seek screening, that’s a good thing. 

But at the same time, we shouldn’t be too dazzled by celebrity magnetism and dive into 
screening for the sake of screening. Screening of any kind carries risks of false positives 
(being told you have a disease when you don’t) and false negatives (being told you are 
disease-free when you’re not). 

The teaching mantra from Angelina Jolie’s story should not be “the early bird gets the 
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worm,” but rather, get informed and “look before you leap. . .” 



Alan Cassels is an expert advisor with EvidenceN etwork. ca> a health policy researcher at the Univer- 
sity of Victoria , B.C. and the author of Seeking Sickness: Medical Screening and the Mis- 
guided Hunt for Disease. 

(September 2014) 

A version of this commentary appeared in iPolitics.ca , the Huffington Post and Epoch Times. 
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L’effet « Angelina Jolie » est maintenant confirme 



c 



Alan Cassels 



D 



Jusqu’a present, l’affirmation selon laquelle les comportements des vedettes en matiere 
de sante influaient sur les comportements des consommateurs n’etait qu’une hypothese. 
Dans ce cas, la question etait de savoir si les femmes etaient pretes a se lancer dans une 
chasse aux genes pour verifier si elles risquaient fortement d’etre frappees d’une maladie 
particuliere, comme le cancer du sein, l’element de motivation etant Angelina Jolie. 



Apres avoir appris qu’elle etait 
porteuse des mutations, Mme 
Jolie a decide d’aller de l’avant 
et de subir une double mastec- 
tomie, c’est-a-dire une ablation 
chirurgicale complete des deux 
seins. Ce geste a non seulement 
suscite beaucoup d’attention de 
la part des medias, entre autres 
celle du New York Times qui a 
publie son article d’opinion, il a 
aussi pousse nombre de femmes 
a demander un test de depistage. 




L’actrice a subi un test genetique pour detecter la presence de mutations liees a des ano- 
malies genetiques (genes BRCA1 et BRCA2) qui augmentent chez les femmes le risque 
de cancer du sein. Venant d’une famille aux antecedents medicaux marques par le can- 
cer du sein, Mme Jolie etait consideree comme etant dans une categorie « a risque plus 
eleve » et probablement dans 
un petit nombre de femmes qui 
pouvaient beneficier d’un tel 
test. 



La semaine derniere, des cher- 
cheurs de Thopital Sunnybrook 
a Toronto ont presente une etude au symposium sur le cancer du sein de 1’ American 
Society of Clinical Oncology [societe americaine d’oncologie clinique] qui se penche 
sur « l’effet Angelina Jolie ». Les chercheurs ont compare le nombre d’ordonnances 
medicales emises pour des consultations genetiques dans les six mois precedant et les 
six mois suivant la diffusion de la demarche de Mme Jolie, et le nombre de femmes qui 
repondaient aux criteres indiquant qu’elles devaient subir un test pour depister le gene 
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mutant BRCA. Les resultats ont indique que le nombre d’aiguillages avait presque dou- 
ble et que le nombre de femmes qui repondaient aux criteres indiquant la pertinence 
d’un test genetique avait plus que double. 

II s’agit done d’une bonne nouvelle, et ce pour plusieurs raisons. Les chiffres confir- 
ment que les femmes a faible risque ne consultent pas leur medecin inutilement. 

A la suite de la publicite entourant la demarche de Mme Jolie, nous nous attendions 
a ce que nombre de femmes se precipitent chez leur medecin pour reclamer un test 
genetique, par peur d’etre a risque de cancer du sein (tout en ne l’etant pas). En fait, 
prevoyant une ruee, le U.S. Preventive Services Task Force (USPSTF) [groupe de 
travail sur les services preventifs aux E.-U.], un groupe de scientifiques independant 
qui emet des recommandations en matiere de depistage, a emis un avertissement 
l’an dernier precisant que les femmes a faible risque ou qui ne beneficieraient 
probablement pas d’un test BRCA pour detecter des mutations genetiques associees 
au cancer du sein ne devraient pas sollicker un tel service. 

Une consigne invitant les femmes a ne pas demander une consultation ou un test de 
depistage genetique d’usage souleve, certes, la controverse. 

Chose certaine, les femmes sont poussees a rechercher de l’information sur le depistage 
genetique, vu la grande peur que suscite le cancer du sein et vu la conviction qu’un de- 
pistage precoce sauve des vies. Par ailleurs, le USPSTF craignait que les femmes qui se 
precipiteraient dans la file pour subir le test seraient des « inquietes asymptomatiques » 
qui ne porteraient probablement pas le gene mutant et pour qui la procedure ne serait 
d’aucun bienfait. De toute evidence, chez les femmes a faible risque, l’ablation prophy- 
lactique d’un sein est une mesure extreme qui comprend des risques en soi. 

11 y a eu egalement d’autres cas ou les autorites de sante publique ont note les propos et 
agissements des vedettes en matiere de sante. Le terme « effet Katie Couric » a ete cree 
pour decrire l’impact que celle-ci a produit sur le public en subissant une coloscopie en 
direct a Remission Today Show. Le fait de braquer les projecteurs sur le depistage de 
toute forme de cancer est une fa^on efficace de faire bouger les gens et de les amener a 
consulter leur medecin et a passer a faction. 

En fin de compte, les gens qui veulent se soumettre a un depistage, que ce soit pour 
le cancer du sein, du poumon, de la prostate ou pour les maladies du cceur, doivent 
avoir une franche discussion avec leur medecin pour connaitre la categorie de risque a 
laquelle ils appartiennent, selon leurs antecedents familiaux et medicaux. Si vous faites 
partie de la categorie a risque « eleve », alors il est probable que les bienfaits d’un de- 
pistage seront aussi eleves, ce qui n’est pas le cas si vous etes dans la categorie a risque 
faible ou modere. 

Si les femmes a risque de porter des anomalies genetiques pouvant mener au cancer du 
sein demandent a subir le test (deux a trois femmes sur mille ont les memes anomalies 
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genetiques qu’Angelina Jolie), si un plus grand nombre de femmes de cette categorie en 
font la demande, nous pouvons parler d’effets positifs. 

Toutefois, nous ne devrions pas nous laisser eblouir par les agissements des vedettes et 
nous precipiter sur des services de depistage par engouement. Toute forme de depistage 
comporte des risques ou peut donner de faux resultats positifs (on vous dit que vous 
etes atteint de la maladie alors que vous ne l’etes pas) et de faux resultats negatifs (on 
vous dit que vous n’etes pas atteint de la maladie alors que vous fetes). 

L’enseignement a tirer de fhistoire d’ Angelina Jolie n’est pas « vaut mieux prevenir que 
guerir » mais plutot « ne vous lancez pas a faveuglette. . . » 

Alan Cassels est expert-conseil aupres d’EvidenceN etwork. ca> chercheur en politiques de la sante a 
riJniversite de Victoria , en C.-B., et l y auteur de Seeking Sickness: Medical Screening and the Mis- 
guided Hunt for Disease. 

(septembre 2014) 

Une version de ce commentaire est parue dans EAuf Journal et Le Huffington Post Quebec. 
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Chapter 6: Pharmaceutical Policy 



New Brunswick Drug Plan has great potential 



c 



Steve Morgan 



D 



The Alward government has just adopted pharmacare reforms that have great potential 
to do good — and great potential to cost New Brunswickers far more than it should. 

The New Brunswick Drug Plan bears little resemblance to catastrophic drug plans in 
other provinces. That is a good thing. 



First, they do little to promote 
access to necessary medicines. 

Only patients with extreme 
needs for medications receive 
coverage under catastrophic 
drug programs. And those that 
do must wait until they’ve filled 
many prescriptions before the 
system assists them. Research 
has shown that many patients 
faced with this option will 
choose not to fill their prescrip- 
tions because of cost. 




All models of “catastrophic” drug coverage found across the country involve high de- 
ductibles — amounts of money that patients must pay themselves for the prescriptions 
they need before public subsidies kick in to cover further prescription costs. These de- 
ductibles are set at a percentage of household income, ranging from three per cent of 
income in some provinces to a staggering 10 per cent in others. 

Drug plans with such high de- 
ductibles fail to achieve three 
of the most important goals for 
public drug coverage policy. 



The New Brunswick Drug 

Plan avoids this problem by providing coverage without deductibles. This means more 
people will be able to afford the drugs they need which will save the health care system 
money. It’s simple logic: when more patients can afford to fill (appropriately prescribed) 
prescriptions designed to keep them out of hospitals, more patients stay out of hospi- 
tals. 



Second, high-deductible catastrophic drug plans provide little protection against the 
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high cost of medicines. In fact, annual deductibles are tantamount to taxes on poor 
health. The chronically ill pay their deductibles every year, whether they want to or not. 
Healthy people don’t face such costs at all. 

New Brunswick is tackling this too by essentially forcing everyone to participate in the 
drug plan. However, although it will be universal, the New Brunswick Drug Plan is sup- 
posed to be financed just like “insurance” — with premiums. This is a problem. 

The government has yet to announce how premiums will vary with income once man- 
datory participation in the plan begins in 2015, but any student of economics can tell 
you that collecting premiums is administratively costly and regressive. In comparison to 
tax financed health care — like Medicare — premium financed drug benefits will essen- 
tially be a hand-out to the rich because the premiums force lower income people to pay 
a much higher share of income toward the system. 

The third major shortcoming of traditional catastrophic drug plans is that they limit the 
capacity to control pharmaceutical costs. High-deductible programs make the public 
plan the “payer of last resort,” which reduces government’s purchasing power and sub- 
sidizes inefficient private drug benefit plans. 

Unfortunately, the New Brunswick Drug Plan does not change this. Instead, it requires 
employers and unions to use high-cost private drug plans rather than brining everyone 
in the province together into a much more efficient public plan. 

Quebec’s experience with a system similar to the New Brunswick Drug Plan shows pri- 
vate drug plans will attract employment groups comprised of relatively wealthy, healthy, 
and therefore, low-cost clients. Even worse, systems that make private drug coverage 
mandatory create little incentive or capacity to control the cost of drugs prescribed. 
Instead, private plans simply pass annual fee increases onto employers and unions. 

The inefficiency of a multi-payer system costs citizens of Quebec hundreds of millions 
of dollars every year. Such a system will cost New Brunswick millions every year as 
well. 

It is not too late to change this because the new law gives employers and unions a year 
to opt out of private coverage. Unions and employers across New Brunswick could 
therefore agree to dismantle all private drug plans in exchange for slight salary increases 
sufficient to cover the costs of participating in the public plan starting in 2015. 

This would benefit employers by dramatically reducing the current and future cost of 
extended health benefits that they are not well positioned to manage in the first place. It 
could even create a labour market advantage by reducing the cost of employing people 
in New Brunswick as opposed to Quebec or elsewhere in Canada. 

The only strong opponents to a universal public plan are companies that sell insurance 
or prescription drugs. Their opposition to universal public drug coverage should tell 
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you something. They stand to make millions more in New Brunswick if the province 
goes ahead with a private-public mix of insurance coverage. 

Steve Morgan is an expert advisor with EvidenceN etwork. ca, a professor in the School of Population 
and Public Health and incoming director of the Centre for Health Services and Policy Kesearch, Uni- 
versity of British Columbia. 

(December 2013) 

A version of this commentary appeared in the New Brunswick Telegraph journal^ the Huff 
ington Post and the Halifax Chronicle Herald. 
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Prescription drug spending flat, but not for long 



Steve Morgan and Kate S molina 



Canadians spent almost $23 billion on prescription drugs at retail pharmacies in 2012— 
13 — or over $650 per capita, according to the findings from the Canadian Rx Atlas 
published by the UBC Centre for Health Services and Policy Research. That is a lot of 
money However, after adjusting for general inflation, spending per capita actually fell 
over the past five years — despite the fact that the population is getting older. 

The size of the fall in spending per capita was not large (about one per cent) but the 
finding is significant. Inflation-adjusted spending per capita on prescription drugs in 
Canada has not declined over any five-year period since World War II. 

As impressive as it is, the slow- 
down in total spending on 
prescriptions in Canada masks 
dramatic changes in the pharma- 
ceutical sector. Beneath the calm 
surface lies a rapid decline in 
spending on widely used medi- 
cines to treat relatively common 
conditions, and even more dra- 
matic increases in spending on 
medicines used by relatively few 
people who suffer from serious 
conditions. 

Five years ago, almost $9 bil- 
lion — 40 per cent of all retail 
spending on prescription drugs 
— was spent on drugs to treat 
high blood pressure, high cho- 
lesterol, heartburn and depres- 
sion. Although these treatments 
only cost about $1 per day, they are so commonly used they have been the dominant 
drivers of pharmaceutical costs since the 1980s and 1990s. 

These drugs continue to be used frequently; however, patents on many brands of these 
drugs expired over the past five years and few newly-patented brands have entered the 
market. Thus, largely because of increased availability and use of lower-cost generics, 
annual spending on these previously-dominant drug classes fell by $2 billion over five 
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years. 

That is good news if you are an uninsured patient, a company providing employees 
drug coverage, or a government running a public drug plan. But the budgetary relief 
that comes from the “genericization” of drug classes to treat common conditions won’t 
last long for two reasons. 

First, most blockbuster drugs in these classes have lost their patents. There will simply 
be fewer opportunities to control drug spending by switching to new generic entries on 
the horizon. 

Second, the pharmaceutical industry has already found a new revenue model. Whereas 
the industry’s business model was historically focused on developing drugs to be pre- 
scribed in large numbers for common conditions, future revenue growth in developed 
countries like Canada lies primarily in treatments for less common but more serious 
conditions. 

Indeed, data in our Rx Atlas show that spending on specialty drugs to treat condi- 
tions such as cancer, HIV and multiple sclerosis has increased dramatically. The fastest 
growth occurred for immunosuppressants to treat inflammatory conditions such as 
rheumatoid arthritis and psoriasis, where spending grew by nearly $1 billion over the 
past five years. 

Far fewer prescriptions are filled for these specialty drugs than for the blockbuster 
drugs of the recent past. But the prices of the new treatments are staggering. The aver- 
age cost per prescription for drugs to treat inflammatory conditions was over $2,000 
last year. Many new drugs now cost over $5,000 per prescription. 

Over a third of drugs currently in development by the pharmaceutical industry are spe- 
cialty drugs. Thus, “niche” components of drug spending will likely be significant cost 
drivers for the foreseeable future. 

Many of the specialty drugs in the R&D pipeline, like the ones that drove recent spend- 
ing in Canada, are biologies. Being the products of biological, not chemical, production 
processes, some of the regulatory and policy tools in place for traditional pharmaceuti- 
cals do not readily apply to biologic drugs. Notably, whereas policy-makers have over 40 
years of experience encouraging the production of generic versions of chemical drugs, 
they have far less experience doing the same for biologies. 

The trend toward high-cost, specialty drugs is a global one. But it will require domestic 
policy responses. Pharmacare policy will need to be revisited to ensure equitable access 
when truly effective treatments come available. Furthermore, tough but fair drug pric- 
ing policy will need to be established to place reasonable constraints on prices charged 
to treat patients with serious health needs. 

One thing that seems certain is that the current lull in drug spending in Canada will be 
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short-lived. For it will be several years before generic competition brings the costs of 
specialty drugs down the way it has recently done for the blockbuster drugs of yester- 
year. 

Steve Morgans PhD is a professor in the School of Population and Public Health and incoming Direc- 
tor of the Centre for Health Services and Policy Research, University of British Columbia. Kate Smo- 
lina, PhD is a postdoctoral fellow in pharmacoepidemiology and pharmaceutical policy at the Centre for 
Health Services and Policy Research, University of British Columbia. 

(December 2013) 

A version of this commentary appeared in the Globe and Mail, Huffington Post and the 
Penticton Herald. 
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Canadians need to know more about the drugs we are taking 

Health Canada’s transparency initiative not very transparent 



c 



Roojin Habibi and Joel Lexchin 



D 



Why is Health Canada only letting doctors and the public know part of the story about 
the safety and effectiveness of new pharmaceutical drugs? Inadequate information can 
be as dangerous as misinformation. Here’s how 

We published a study March 20, 2014 in the journal PLoS One that examines how well 
Health Canada informs the public about the effectiveness and safety of new drugs and 
why they were approved. The results are not comforting. 

Normally, when a drug company seeks to market a new drug in Canada, it submits in- 
formation about safety and effectiveness from clinical trials solely to Health Canada. If 
Health Canada agrees to allow 
the drug on the market, all of 
that information is considered 
commercially confidential and 
unavailable for public scrutiny 

— unless the company chooses 
to publish a specific study, thus 
making it public. 

If the drug data is not pub- 
lished, Canadians would need to 
make a formal Access to Infor- 
mation request to access it, but 
this request may or may not be 
granted depending on the whim 
of the company owning the 
data. 

The transparency of Health 
Canada’s drug review process 
has been scrutinized in the past 

— and found wanting — most 
recently by the Auditor General of Canada who concluded that it “did not fulfill long- 
standing commitments to increase the transparency of authorized clinical trials.” 

Health Canada has piloted the “Summary Basis of Decision” project in response to 
these criticisms — an on-going effort in place since 2004. The aim of this project is to, 
in the words of Health Canada, ensure that “Canadian health care professionals and 
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patients will have more information at their disposal to support informed treatment 
choices.” 

Summary Basis of Decision documents are supposed to summarize the clinical trial in- 
formation that was considered by Health Canada prior to approving a new drug — and 
make it available to doctors and the public to enable evidence-informed decision-mak- 
ing. This should be a step in the right direction. 

Unfortunately, this is not what our study found. 

We analyzed documents from the first phase of the Summary Basis of Decision proj- 
ect. Overwhelmingly, we found these documents to be riddled with inconsistency and 
ambiguity, and missing key information about the safety and effectiveness of drugs. 

Looking at these documents, doctors would not be able to tell if the patients taking part 
in the clinical trials were similar to the ones that they see in their offices. For example, 
the majority of the documents did not reveal the age of patients in the trials examined, 
nor the number of men and women. Over 97 per cent of documents did not give com- 
plete information about how many people withdrew from the trials and significant in- 
formation about the results of the trials was missing from over two thirds of the docu- 
ments. 

Knowledge about safety and effectiveness informs the list of drugs that make it onto 
provincial drug formularies. It helps bring to fruition highly useful syntheses of evi- 
dence answering some of medicine’s most pressing questions regarding therapeutic op- 
tions. 

Take the Vioxx (rofecoxib) scandal, for example, where tens of thousands of people 
died from taking a Health Canada approved pain killer. It should serve as a vivid re- 
minder that policies that thwart data transparency pose a very real threat to the health 
of patients. 

Had all of the clinical trial data that was in Health Canada’s possession about Vioxx 
been publicly available, independent drug researchers may have been able to identify the 
safety problems with the drug at a much earlier stage. 

We urge Health Canada to take a proactive stance in setting the record (or in this case, 
the evidence) straight, and publish in full the reports of clinical trials that it receives 
from sponsoring companies. 

This certainly would not make Health Canada a trailblazer on the international scene; 
the United States Food and Drug Administration already publishes the full reports from 
its reviewers, and the European Medicines Agency is moving towards full disclosure of 
all information in trials by the end of 2014. 

We support the voices of patients, health professionals, researchers, policy-makers and 
industry officials, who recognize that the proper and timely dissemination of clinical 
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trial information is not a matter of whim or inclination, but a debt long overdue to the 
public. 

Koojin Habibi is an MSc candidate in McMaster University's Global Health program, and a research 
fellow at the Pharmaceutical Policy Research Collaboration (PPRC ). 

Joel Uexchin is an advisor with EvidenceNetwork.ca and a professor in the School of Health Policy 
and Management at York University, an emergency physician at the University Health Network and 
an associate professor in the Department of Pamily and Community Medicine at the University of 
Toronto. 

(March 2014) 

A version of this commentary appeared in the Toronto Star ; the Huffngton Post and the 
Hamilton Spectator. 
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Le public canadien merite d’en savoir plus sur les medicaments 

qui nous sont presents 

L’initiative de transparence prise par Sante Canada n’est pas si transparente que ga 



Roojin Habibi et Joel Lexchin 



Pourquoi Sante Canada ne dit pas tout aux medecins et au grand public sur la realite de 
l’innocuite et de l’efficacite des nouveaux medicaments ? 

Une information inadequate est tout aussi dangereuse qu’une disinformation pour les 
raisons qui suivent. 

Dans notre etude, parue recemment dans le journal PLoS One , nous avions examine la 
fa^on dont Sante Canada informe le public en ce qui concerne l’efficacite et l’innocuite 
des nouveaux medicaments et la cause de leur autorisation. Nos conclusions sont in- 
quietantes. 

Normalement, pour mettre sur 
le marche un nouveau medica- 
ment au Canada, la compagnie 
pharmaceutique doit soumettre 
tous les renseignements sur 
l’innocuite et l’efficacite du me- 
dicament obtenus a travers les 
resultats des essais cliniques. 

Dans le cas ou Sante Canada ap- 
prouve la commercialisation du 
medicament, l’information sur 
les resultats cliniques est consi- 
deree comme une information 
confidentielle par la compagnie 
et n’est pas divulguee au public. 

Sauf si la compagnie pharma- 
ceutique decide de la mettre a 
disposition du public. 

Pour en savoir davantage sur les risques et benefices des nouveaux medicaments, le pu- 
blic doit esperer que les compagnies publient, de leur propre chef, les donnees de leurs 
essais cliniques. Si ces donnees ne sont pas rendues publiques, il reste a l’individu lui- 
meme de faire une demande formelle d’acces a cette information aupres de Sante Cana- 
da afin d’en saisir le contenu. Or, ceci peut etre accordee ou non selon les envies de la 
compagnie proprietaire de l’information. 
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Par le passe, Sante Canada s’est fait reprocher a plusieurs occasions son manque de 
transparence dans le processus d’autorisation des medicaments. Plus recemment en 
2011, le rapport du Verificateur General du Canada concluait que « Sante Canada n’a 
pas respecte son engagement de longue date, a savoir ameliorer la transparence des es- 
sais cliniques autorises ». 

En reponse a ces critiques, Sante Canada pilote depuis 2004 un pro jet de transparence 
denomme « Sommaire des motifs de decision ». Le but de ce pro jet est selon la des- 
cription de Sante Canada, de s’assurer que les professionnels et les patients de soins de 
sante canadiens aient plus d’informations a leur disposition pour soutenir de maniere 
eclairee les choix de therapeutiques. 

Les sommaires des motifs de decision sont censes resumer ^information sur les essais 
cliniques qui a ete examine par Sante Canada avant d’approuver un nouveau medica- 
ment — et la mettre a la disposition des medecins et du public afin de permettre la 
prise de decisions sur des donnees probantes. Cela devrait etre un pas dans la bonne 
direction. 

Malheureusement, ce n’est pas ce que notre etude revele. 

Nous avions analyse les documents de la premiere phase du sommaire des motifs de 
projet de decision. Dans la majorite des cas, nous avions constate que ces documents 
etaient cribles d’incoherences et d’ambiguites avec un manque d’informations cles sur la 
securite et l’efficacite des medicaments. 

En lisant ces documents, les medecins ne seraient pas en mesure de dire si les patients 
qui ont participe aux essais cliniques sont similaires a ceux qu’ils voient dans leurs bu- 
reaux. Par exemple, la majorite des documents ne revele pas l’age des patients dans 
les essais examines, ni le nombre d’hommes et de femmes. Plus de 97 pour cent des 
documents n’informe pas completement sur le nombre de gens qui se sont retires des 
essais. Aussi, des informations d’une grande importance sur les resultats des essais sont 
absentes dans plus de deux tiers des documents. 

La connaissance sur la securite et l’efficacite eclaire le processus decisionnel qui de- 
terminera la liste des medicaments couverts par les formulaires provinciaux. Cette 
information permet de mener a bien des syntheses extremement utiles pour repondre 
a quelques-unes des questions les plus pressantes de la medecine concernant les choix 
therapeutiques. 

Prenons par exemple le scandale Vioxx (rofecoxib), ou des dizaines de milliers de per- 
sonnes sont mortes pour avoir pris un analgesique approuve par Sante Canada. Ce 
cas devrait nous rappeler que les politiques qui entravent la transparence des donnees 
constituent une veritable menace pour la sante des patients. 

Si toutes les donnees des essais cliniques que possedaient Sante Canada avaient ete 
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mises a la disposition du grand public, des chercheurs independants auraient peut-etre 
ete en mesure d’identifier a un stade plus precoce les problemes de securite associes 
avec le medicament. 

Nous suggerons a Sante Canada de prendre des mesures proactives pour retablir les 
faits (ou dans ce cas, les preuves) et de publier entierement les rapports d’etudes cli- 
niques qui leur sont soumis par les compagnies partenaires. 

Cela ne ferait certainement pas de Sante Canada un pionnier sur la scene internationale; 
deja aux Etats-Unis, la Food and Drug Administration publie des rapports complets 
de ses evaluateurs. Quant a l’Agence europeenne des medicaments, elle se dirige 
egalement vers la divulgation complete de toutes les informations concernant essais 
d’ici la fin de l’annee 2014. 

Nous joignons nos voix a ceux des nombreux autres patients, professionnels de sante, 
chercheurs, responsables politiques, et dirigeants de l’industrie, qui reconnaissent que la 
diffusion d’information sur les essais cliniques de fa^on adequate et au moment oppor- 
tun est un droit depuis trop longtemps refuse au grand public. 

Koojin Habib est candidate en maitrise dans le programme de sante mondiale de I’Universite de Mc- 
Master ; et chercheuse au sein du Consortium de recherche en politiques pharmaceutiques (CRPP). 

Joel Lexchin est conseiller au projet EvidenceN etwork. ca, enseignant a ITJniversite York en politique 
de la sante et medecin urgentiste au Keseau universitaire de la sante (RUS). 

(mars 2014) 

Une version de ce commentaire est parue dans Ce Huffington Post Quebec et Ce Soleil. 
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How a national drug plan can boost the Canadian economy 



c 



Marc-Andre Gagnon 



D 



Canadians pay among the highest costs per capita among OECD countries for prescrip 
tion drugs, with one Canadian out of 10 unable to fill their prescriptions because of 
financial reasons. 




According to the recently released study “A Roadmap to a Rational Pharmacare Policy 
in Canada .” commissioned by the Canadian Federation of Nurses Unions (CFNU), 
there are two main reasons why prescription drug costs are so expensive in Canada. 
First, we have a fragmented system with multiple public and private drug plans. In a 
fragmented system, attempts to reduce costs normally result in shifting the cost some- 
where else in the system. Although provincial public plans have managed to signifi- 
cantly reduce drug costs since 
2010 by reducing the price of 
generics and by negotiating con- 
fidential agreements with drug 
companies, there have been sig- 
nificant cost increases in private 
plans as drug companies and 
pharmacists seek compensa- 
tion for their losses from public 
plans. 

Second, according to the study, 

Canadians pay artificially inflated 
prices for both brand-name 
drugs and generics in order to 
support the national pharmaceu- 
tical sector. But this strategy has 
not delivered what was prom- 
ised: namely, investment and 
employment in Canada. Studies 
show that paying higher prices 
for drugs does not result in a thriving pharmaceutical sector in the country. Numbers 
alone tell the story; employment in the Canadian brand-name pharmaceutical sector 
went from 22,332 employees in 2003 to 14,990 in 2012. 



Instead of eliminating this failed strategy, the federal government’s plan appears to be 
to allow drug companies to increase drug costs further by permitting the extension of 
patents via a trade agreement with Europe. The presumption is that the Canadian phar- 
maceutical sector will thrive again, and more jobs for Canadians will be created. This 




goes against all the evidence. 

Around 60 per cent of Canadians are covered through private drug plans provided by 
their employer. The inability to contain drug costs in Canada has led to increased labour 
costs, making Canadian enterprises less competitive. The possibility of losing drug cov- 
erage also reduces labour mobility for employees. 

Employee benefits now represent more than 10 per cent of gross payroll and drugs 
represent the highest single benefit cost component. According to a 2012 survey by the 
Conference Board of Canada, half of the employers questioned indicated that cost- 
containment of employee benefits was a 'Very important” issue on their radar, and 55 
per cent considered that prescription drug coverage should be the focus of their next 
major strategic review. 

Private health benefits in Canada are also tainted by the very high administration fees 
charged by for-profit Canadian insurance companies: one in every $6 on average for 
private plans as compared to one in every $50 for public plans. The disproportionate 
premiums paid by employers and employees to insurance companies end up favouring 
the financial sector to the detriment of the real economy. 

Canada is the only country in the world with a Medicare system that excludes prescrip- 
tion drugs as if they are not part of the health care system. Yet the CFNU study dem- 
onstrates that if Canada implemented universal pharmacare for all Canadians without 
any out-of-pocket expenditures for patients, there would not only be greater access 
to prescription drugs for Canadians, but a potential savings up to $11.4 billion every 
year by decreasing drug costs and reducing administration fees. These results would be 
achieved by all levels of government working together to contain costs instead of work- 
ing against each other by shifting costs elsewhere in the system. 

Such savings would represent not only a significant decrease in labour costs for Cana- 
dian employers, it would also increase net disposable income for all employees. It would 
have the same effect as a significant tax cut to help boost the economy, while providing 
better access to care and greater labour mobility. 

A 2013 EKOS poll showed that 78 per cent of Canadians are in favour of establishing 
a universal pharmacare program in Canada. Our policy-makers have all the necessary 
tools to assume leadership on this issue. In spite of self-serving lobby groups who in- 
sist that the current system is working well and should not be reformed, establishing a 
national drug plan is the best thing to do for patients, for employers, for employees, for 
taxpayers and for the Canadian economy. 

Marc-Andre Gagnon is an expert advisor with EvidenceNetwork.ca and assistant professor with the 
school of public policy and administration , Carleton University. 

(August 2014) 

A version of this commentary appeared in the Toronto Star and National Newswatch. 
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Comment un regime d’assurance-medicaments national relance- 

rait I’economie canadienne 




Marc-Andre Gagnon 



Alors que le Canada figure parmi les pays de TOrganisation de cooperation et de deve- 
loppement economiques (OCDE) dont le cout par habitant en medicaments d’ordon- 
nance est le plus eleve, un Canadien sur 10 est incapable de se procurer des medica- 
ments d’ordonnance pour des raisons financieres. 

Selon une etude recente commandee par la Federation canadienne des syndicats d’in- 
firmieres/infirmiers (FCSII), « Vers une politique rationnelle d’assurance-medicaments 
au Canada . » il existe deux raisons principales pour lesquelles le cout des medicaments 
d’ordonnance est si eleve au Canada. Premierement, notre systeme est divise en plu- 
sieurs regimes d’assurance-medi- 
caments publics et prives. Dans 
un tel systeme, les tentatives 
pour faire diminuer les couts 
se soldent habituellement par 
un transfert des couts ailleurs 
dans le systeme. Par exemple, 
bien que les regimes publics 
d’assurance-medicaments des 
provinces soient arrives depuis 
2010 a reduire considerablement 
leurs couts en baissant le prix 
des generiques et en negociant 
des ententes confidentielles avec 
les societes pharmaceutiques, 
les regimes prives ont quant a 
eux vu leurs couts augmenter 
de fa^on substantielle puisque 
les societes pharmaceutiques et 
les pharmaciens ont ajuste leurs 
prix a la hausse afin de compen- 
ser les pertes associees aux regimes publics. 

Deuxiemement, selon l’etude de la FCSII, les Canadiens payent des prix artificiellement 
gonfles pour les medicaments de marque deposee et les medicaments generiques afin 
de soutenir le secteur pharmaceutique au pays. Cette strategic n’a cependant pas eu les 
resultats escomptes, a savoir la creation d’investissements et d’emplois. Plusieurs etudes 
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ont demontre que de payer les medicaments a prix fort ne se traduit pas en une Indus- 
trie pharmaceutique nationale vigoureuse. Les chiffres seuls en disent long a ce propos : 
le nombre d’emplois dans le secteur canadien des produits pharmaceutiques de marque 
est passe de 22 332 en 2003 a 14 990 en 2012. 

Or, plutot que de renoncer a cette strategie defaillante, le gouvernement federal semble 
privilegier d’augmenter encore les couts en medicaments en autorisant un prolonge- 
ment de la duree des brevets dans le cadre d’un accord commercial avec l’Europe. L’hy- 
pothese du gouvernement est que cette mesure entrainera une reprise du secteur phar- 
maceutique canadien et favorisera ainsi la creation d’un plus grand nombre d’emplois au 
Canada; c’est simplement de la pensee magique puisque les donnees disent le contraire. 

Environ 60 pour cent des Canadiens sont assures aupres d’un regime d’assurance-medi- 
caments prive fourni par leur employeur. Par consequent, l’incapacite du Canada a res- 
treindre le cout des medicaments mene a une augmentation des couts de main-d’ceuvre 
et provoque par le fait meme une baisse de la competitivite des entreprises canadiennes. 
Le risque de ne plus beneficier d’une assurance-medicaments freine egalement la mobi- 
lity professionnelle des employes. 

Actuellement, les avantages sociaux represented plus de 10 pour cent du salaire brut, et 
l’element le plus couteux parmi ces avantages reste les medicaments. Selon une enquete 
realisee en 2012 par le Conference Board of Canada, la moitie des employeurs interro- 
ges ont indique que la limitation du cout des avantages sociaux est pour eux un enjeu 
« tres important », et 55 pour cent ont dit estimer que l’assurance-medicaments devrait 
etre au centre des preoccupations de leur prochaine revision strategique. 

Les regimes d’assurance prives sont en outre au Canada greves par les frais d’admi- 
nistration extremement eleves qu’exigent les societes d’assurance a but lucratif cana- 
diennes : ces frais represented 1$ sur 6$ pour les regimes prives alors qu’ils repre- 
sented 1$ sur 50$ pour les regimes publics. Les primes demesurees que doivent payer 
les employeurs et les employes canadiens aux compagnies d’assurance ont ainsi pour 
effet de favoriser le secteur financier au detriment de l’economie reelle. 

Le Canada est le seul pays au monde dont le regime d’assurance-maladie exclut les 
medicaments d’ordonnances comme s’ils ne faisaient pas partie du systeme de soins 
de sante. L’etude de la FCSII demontre cependant que, si le Canada mettait en place 
pour l’ensemble de sa population un regime universel d’assurance-medicaments sans 
frais pour les patients, s’ensuivrait non seulement un meilleur acces aux medicaments 
d’ordonnance pour les Canadiens, mais egalement des economies eventuelles pouvant 
s’elever chaque annee jusqu’a 11,4 milliards de dollars en raison d’une reduction du cout 
des medicaments et des frais d’administration. De tels resultats pourraient etre atteints 
si tous les gouvernements et paliers de gouvernement du Canada decidaient d’unir leurs 
forces pour limiter les couts plutot que de travailler les uns contre les autres en cher- 
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chant a transferer les couts ailleurs dans le systeme. 

Ces economies representeraient non seulement une diminution importante des couts de 
la main-d’ceuvre pour les employeurs canadiens, mais entraineraient egalement une aug- 
mentation du revenu disponible net de tous les salaries. Elies auraient ainsi pour effet de 
relancer l’economie comme s’il s’agissait d’une baisse significative des impots, tout en 
offrant un meilleur acces aux soins de sante et en favorisant la mobilite des travailleurs. 

Un sondage mene par l’institut EKOS en 2013 indique que 78 pour cent des Canadiens 
sont en faveur de l’etablissement d’un regime public universel d’assurance-medicaments 
au Canada. Nos decideurs disposent de tous les outils necessaires pour prendre les 
devants concernant cet enjeu. Malgre ce qu’en disent les groupes de pression qui dans 
leur propre interet soutiennent que le systeme actuel est efficace et ne devrait pas etre 
reforme, la mise en place d’un regime d’assurance-medicaments national serait la meil- 
leure chose a faire pour les patients, les employeurs, les employes, les contribuables et 
l’economie canadienne. 

Marc-Andre Gagnon est expert-conseil a EvidenceN etwork. ca et professeur adjoint a la School of 
Public Policy and Administration de I’Universite Carleton. 

(aout 2014) 

Une version de ce commentaire est parue dans Le Huffington Post Quebec. 
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Canada slow to respond to prescription opioid crisis 



c 



David Juurlink 



D 



In my first career as a pharmacist, I worked in more than 30 pharmacies across Nova 
Scotia, filling more than 100,000 prescriptions between 1990 and 1995. Some of these 
were for strong painkillers called opioids — drugs like morphine and oxycodone, which 
are chemically and biologically very similar to heroin. Back then, these drugs were gen- 
erally reserved for patients with acute, severe pain or pain due to cancer. 

Twenty years into my second career as a physician, much has changed. In Ontario, 
about 10 people die accidentally from prescription opioids every week, often in the 
prime of life. Across Canada, overdose deaths have risen and addiction rates and de- 
mand for treatment have skyrocketed. 

This happened because doctors began 
prescribing opioids more liberally for 
patients with chronic pain. Sometimes 
this leads to meaningful improvement, 
but frequently it does not. By the time 
failure is apparent, patients are often 
“opioid dependent/ 5 meaning the 
body has come to expect the drug and 
will revolt violently if it is stopped. 

And so opioid treatment is continued 
— and doses escalated — in a danger- 
ous, often futile search for relief. 

We are now in a very difficult posi- 
tion. On one hand, we have millions 
of chronic pain patients seeking help, 
often in the form of a prescription. 

On the other, we have an epidemic 
of addiction and death. The false no- 
tion that opioids are safe, effective 
treatments for chronic pain was inculcated by the companies that manufacture them, 
with self-styled “experts” preaching this gospel to front-line physicians. Incredibly, this 
happened in the absence of good evidence that the benefits of long-term opioid use 
outweigh the risks. 

The United States and Canada have both declared prescription painkiller public health 
crises — in the U.S., about 17,000 people die each year from the drugs. But the coun- 
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tries have reacted very differently. In 2007, Purdue Pharma pleaded guilty in the United 
States for misleading doctors about OxyContin, a felony accompanied by a $634 million 
fine. No similar action occurred in Canada. 

In 2011, a major White House report acknowledged prescription drug abuse as the 
country’s fastest growing drug problem, establishing goals and timelines for addressing 
it. The U.S. Centers for Disease Control and Prevention tracks opioid deaths and pre- 
scribing nationally, and describes how some states have managed to reduce prescribing. 

In contrast, there is no national system of surveillance in Canada, and even the num- 
ber of Canadians who die annually from opioids is unknown. The federal government 
recently handed responsibility for tackling the epidemic to the Canadian Centre for 
Substance Abuse, an inadequately resourced non-governmental organization funded 
primarily by Health Canada that also addresses the abuse of alcohol and illicit drugs. In 
2013, an advisory council to the centre produced a 10-year strategy to combat the opi- 
oid crisis, but its 58 recommendations were not prioritized (as they surely should be), 
and are to be implemented by volunteers from other organizations. 

In February, the federal government announced funding to address prescription drug 
abuse as part of the low profile National Anti-Drug Strategy, a group headed by the 
Department of Justice and historically undermined by restrictions on information shar- 
ing. These initiatives give the regrettable impression of being ornamental rather than 
substantive. 

We now face a public health crisis of exceptional scale — an epidemic fueled by well- 
meaning doctors, expectant patients and corporate interests, and perpetuated by gov- 
ernmental inertia. While we await federal and provincial interventions of substance, 
some pragmatic solutions have already been suggested. 

Doctors need better education, independent from the pharmaceutical industry, regard- 
ing pain and its treatment. We must start prescribing opioids more cautiously; other- 
wise, nothing will change. A national assessment of the toll exacted by opioids is long 
overdue. (How can we fix a problem we don’t even measure?) Every doctor and phar- 
macist should have real-time access to a patient’s full medication profile, as has been the 
case in British Columbia for almost two decades. Drug companies should be compelled 
to conduct large-scale evaluations of the benefits and risks of their drugs, rather than 
small studies aimed at getting their products to market. Patient and physician registries 
should be implemented for high-dose opioids, facilitating targeted interventions intend- 
ed to maximize benefit and minimize harm. 

Finally, we need better treatments for pain, including drugs that alleviate pain safely 
and effectively. This is a lofty long-term goal. Until then, we must collectively lower our 
expectations of what pills can do for patients with chronic pain. Unless that message 
sinks in and a measure of respect for opioids resurfaces, these drugs will continue to 
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cause immeasurable harm. 



David ]uurlink is an expert advisor with EvidenceN etwork. ca and Professor and Head of the Divi- 
sion of Clinical Pharmacology and Toxicology at the University of Toronto. You can follow him on 
Twitter at (a),davidjuurlink . 

(August 2014) 

A version of this commentary appeared in the Globe and Mail \ the 1 Victoria Times Colonist 
and the Windsor Star. 
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Le Canada tarde a reagir a la crise des opioides d’ordonnance 



c 



David Juurlink 
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Au cours de ma premiere carriere comme pharmacien, j’ai travaille dans plus de trente 
pharmacies en Nouvelle Ecosse, executant plus de 100 000 ordonnances entre 1990 
et 1995. Certaines etaient des ordonnances d’analgesiques puissants appeles opioides 
— des substances telles que la morphine et l’oxycodone, qui sont chimiquement et bio- 
logiquement tres similaires a l’heroine. A cette epoque, ces medicaments etaient genera- 
lement reserves aux patients souffrant de douleurs aigues, intenses ou liees au cancer. 




Vingt ans apres le debut de ma deuxieme carriere comme medecin, les choses ont 
beaucoup change. En Ontario, environ 10 personnes meurent accidentellement chaque 
semaine apres avoir pris des opioides d’ordonnance, des personnes qui souvent sont 
dans la force de l’age. Dans tout 
le Canada, le nombre des deces 
par surdose a augmente, tandis 
que le taux de dependance et les 
demandes de traitement de la 
dependance ont explose. 

Cette situation a pris forme 
parce que les medecins ont com- 
mence a prescrire plus librement 
des opioides aux patients souf- 
frant de douleur chronique. Ce 
type de traitement conduit par- 
fois a une amelioration notable 
de l’etat du patient, mais ce n’est 
pas toujours le cas. Or, lors- 
qu’un medecin constate qu’un 
traitement n’agit pas, le patient a 
souvent developpe entre temps 
une « dependance aux opioides 
», ce qui signifie que son corps 
s’est accoutume aux medicaments et qu’il reagira violemment s’il en est prive. On conti- 
nue done a le traiter a l’aide d’opioides avec des doses de plus en plus fortes, dans une 
quete dangereuse et souvent vaine pour obtenir un soulagement. 



La situation est actuellement tres delicate. D’une part, il y a des millions de patients 
souffrant de douleur chronique qui ont besoin d’une aide qui, generalement, se presente 
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sous la forme d’une ordonnance. D ’autre part, il y a une epidemie de toxicomanie et 
de deces. L’idee fausse selon laquelle les opioides offrent un traitement sur et efficace 
contre la douleur chronique vient des societes qui les fabriquent et de leurs pseudo-ex- 
perts depeches aupres des medecins de premiere ligne pour leur chanter les louanges de 
ces medicaments. 

Aussi incroyable que cela puisse paraitre, les medecins ont accepte les boniments des 
fabricants en l’absence de donnees probantes montrant que les avantages a long terme 
des opioides l’emportent sur les risques. 

Les Etats-Unis et le Canada ont tous deux declare une crise de sante publique en ce qui 
concerne les analgesiques sur ordonnance — aux Etats-Unis, on compte environ 17 
000 deces attribuables a ces medicaments chaque annee. Mais les deux pays ont reagi 
tres differemment. Aux Etats-Unis, Purdue Pharma a plaide coupable en 2007 a une ac- 
cusation de tromperie pour avoir induit en erreur les medecins au sujet de 1’OxyContin, 
un acte delictueux grave qui lui a valu une amende de 634$ millions. Aucune poursuite 
semblable n’a ete intentee au Canada. 

En 2011, un important rapport de la Maison-Blanche revelait que Tabus de medica- 
ments d’ordonnance etait le probleme de toxicomanie connaissant la plus forte crois- 
sance a Techelle nationale et fixait des objectifs et un echeancier pour y remedier. Les 
Centres pour le controle et la prevention des maladies des Etats-Unis exercent depuis 
une surveillance dans Tensemble du pays des prescriptions d’opioides et des deces lies a 
ces substances, et s’emploient a decrire comment certains Etats sont parvenus a reduire 
le nombre de prescriptions de ces medicaments. 

Au Canada, en revanche, il n’existe aucun systeme de surveillance et on ignore meme 
le nombre de Canadiens qui meurent chaque annee des suites de la consommation 
d’opioides. Recemment, le gouvernement federal a remis la responsabilite de s’attaquer 
au probleme entre les mains du Centre canadien de lutte contre les toxicomanies, une 
organisation non gouvernementale qui, financee principalement par Sante Canada, ne 
dispose pas des ressources suffisantes et qui en plus est responsable de la lutte contre 
Tabus d’alcool et de drogues illicites. En 2013, un conseil consultatif du Centre a mis au 
point une strategic de 10 ans pour lutter contre la crise des opioides, mais ses 58 recom- 
mandations n’ont pas ete classees par ordre de priorite (comme elles devraient evidem- 
ment Tetre) et leur mise en oeuvre a ete confiee a des benevoles d’autres organisations. 

En fevrier, le gouvernement federal a annonce Toctroi d’un financement pour lutter 
contre le probleme de Tabus de medicaments d’ordonnance dans le cadre de sa Strategie 
nationale antidrogue, une initiative discrete relevant du ministere de la Justice et dont 
Tefficacite s’est revelee par le passe amoindrie par des restrictions touchant Techange de 
renseignements. Ces mesures donnent ainsi la regrettable impression de n’etre qu’orne- 
mentales et de n’avoir aucune reelle substance. 
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Nous faisons actuellement face a une crise de sante publique d’une ampleur excep- 
tionnelle — une epidemie entretenue par des medecins bien intentionnes, des patients 
pleins d’espoir et des interets commerciaux, et perpetuee par l’inertie gouvernementale. 
Bien qu’une intervention concrete et importante de la part des gouvernements federal 
et provinciaux se fasse toujours attendre, certaines solutions pragmatiques ont deja ete 
proposees. 

11 faut que les medecins re^oivent une meilleure formation, independante l’industrie 
pharmaceutique, concernant la douleur et son traitement. Nous devons commencer 
a prescrire des opioides de fa^on plus prudente; autrement, la situation ne changera 
pas. Une evaluation nationale des consequences des opioides aurait du etre realisee de- 
puis longtemps. (Comment pouvons-nous regler un probleme dont nous n’avons pas 
la mesure?) Tous les medecins et pharmaciens devraient avoir acces en temps reel au 
profil pharmaceutique complet des patients, comme c’est le cas en Colombie-Britan- 
nique depuis environ deux decennies. Les compagnies pharmaceutiques devraient etre 
contraintes d’effectuer des evaluations a grande echelle des avantages et des risques 
associes a leurs medicaments, et non de petites etudes ayant pour objectif de faire en 
sorte que leurs produits soient commercialises. Des registres des patients et des mede- 
cins devraient etre constitues pour disposer de donnees sur les cas d’opioides prescrits a 
forte dose, ce qui aiderait a cibler les interventions visant a maximiser les avantages et a 
reduire au minimum les effets nuisibles. 

Enfin, nous devons disposer de meilleurs traitements de la douleur, notamment de me- 
dicaments attenuant la douleur de fa^on securitaire et efficace. 11 s’agit la d’un objectif 
a long terme ambitieux. D’ici a ce qu’il puisse etre atteint, nous devons collectivement 
reduire nos attentes a l’egard de Eefficacite des medicaments pour les patients souffrant 
de douleur chronique. Tant que ce message ne sera pas bien compris et que les mefaits 
des opioides ne seront pas davantage pris au serieux, ces medicaments continueront de 
causer un tort incommensurable. 

David Juurlink est expert-conseil a EvidenceN etwork. ca. II est egalement professeur et chef de la Di- 
vision de la pharmacologie clinique et de la toxicologie a PUniversite de Toronto. On pent le suivre sur 
Twitter a (a),davidjuurlink . 

(aout 2014) 

Une version de ce commentaire est parue dans Le Huffington Post Quebec. 
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Prescription drug costs are hurting Canadians 

Why the public health system needs to evolve 



r 



Danielle Martin and Steve Morgan 



This week, Health Ministers from across Canada will gather in Banff to discuss issues 
of common interest and explore opportunities to work together. Pharmacare — a pro- 
gram that would see all prescription drug costs covered through a publicly funded sys- 
tem instead of out-of-pocket — will almost certainly be on the agenda. 

Decision-makers often talk of “low hanging fruit” — policies that involve minimal dis- 
ruption but can yield quick wins. In Canadian health care, there isn’t much low hanging 
fruit: the challenges are complex, the solutions hard to implement and often expensive. 



Pharmacare isn’t yet seen as low-hanging fruit 
our ministers might think. 

Prescription drug coverage and 
costs are major challenges in 
health care. Canada is the only 
developed country that offers 
universal health insurance but 
not universal prescription drug 
coverage. As a result, one in 10 
Canadians cannot afford to fill 
the prescriptions their doctors 
write — yet Canadians spend 
more on pharmaceuticals than 
any other comparable country. 

We can meet these pharma- 
ceutical policy challenges by 
reforming how we pay for and 
purchase medications — that is, 
if our governments choose to 
work together. Unfortunately, 
cooperation doesn’t always 
come easy in Canadian public policy. 



— but it isn’t as high up on the tree as 



IF CUR GOVERNMENTS, HOSPITALS 
AND PHYSICIANS CAN PROMISE 
EXCELLENT AND TIMELY CARE 
TO TOURISTS FROM OTHER 
COUNTRIES , THERE'S NO REASON 
WRY THE SAME PROMISE CANT 
BE MADE TO ALL CANADIANS. 

iDr. ti« 'Min F ko 1 1 , Fv iiTitvs--: r in ihc F.icultrji of L ii.v. 
ifve SctiKi EifPublic W\w & GoreroaiKe, 

Ufiirefij[)*1 Tiimriw 



Canadian Medicare was designed in the 1950s and 1960s as a partnership between fed- 
eral and provincial governments. They built a universal, public health insurance system 
in stages, beginning with insurance for hospital and then medical care. 
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Today, health care has been transformed by pharmaceutical innovations that allow us to 
treat many conditions that previously required hospitalization. As the population ages 
and pharmaceutical technologies continue to change, prescription drug coverage and 
cost will become ever more important for Canada. 

Currently, there is no national standard for drug coverage in Canada. We rely on a 
patchwork of private and public payers working at odds with each other, and not in the 
interest of patients. 

That patchwork has meant profound inequality: a Canadian with a chronic illness could 
face costs between a few hundred dollars to over $1,000 per year depending on which 
province they live in — or no drug costs at all if they have work-related private drug 
coverage. 

The most obvious way to fix this problem would be to bring prescription drugs under 
our publicly funded health system, Medicare, just as we have done for doctors and hos- 
pitals. 

This approach would not cost Canadians more. In fact, if Canada implemented more 
rational practices for the way that pharmaceuticals are purchased and prescribed, we 
could pay for the most critical medically necessary prescriptions for every single Cana- 
dian at little or no more cost to governments. 

How is this possible? 

The proof is found in developed countries around the world. From the U.K. to New 
Zealand to the U.S. Veterans Administration, health care systems in countries like ours 
provide comprehensive prescription drug benefits for the same or less cost per capita as 
what we spend publicly to cover a fraction of our population. 

These other health systems get more for less because of two things. First, they use the 
purchasing power of a single payer to secure best prices for medicines, and they drive 
hard bargains for those prices. The U.K., for example, pays 22 per cent less for brand- 
name drugs than Canada does — yet it still attracts five times as much pharmaceutical 
investment on a per capita basis. 

The second thing these countries do is engage prescribers and patients in the task of 
promoting rational, cost-effective prescription drug use. This improves patient out- 
comes and reduces demands for other forms of health care while also keeping drug 
costs in check. 

In the absence of federal leadership, provinces and territories have done their best to 
pick some of the low-hanging fruit to improve coverage and reduce costs for prescrip- 
tion medicines in Canada. Provinces are cooperating on generic drug price setting and 
brand-name price negotiations more now than ever before. 

But better pharmacare for all Canadians will be difficult to achieve without the federal 
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government at the table. 

The government of Canada could lead on this issue in a way that no single province or 
territory can do, by supporting the development of a single national list of drugs to be 
covered for all Canadians and by harnessing the purchasing power of the whole nation 
to get the best possible bang for our buck. 

The Ministers need to aim high to address this issue, in hopes that the federal govern- 
ment will eventually join them. The fruit is ripe for picking. 

Danielle Martin is a physician and Vice President at Women's College Hospital in Toronto. 

Steve Morgan is an expert advisor with EvidenceN etwork. ca> a professor and director of the Centre 
for Health Services and Policy Kesearch at the University of British Columbia. 

(October 2014) 

A version of this commentary appeared in the Toronto Star. ; the Huffington Post and the 
Halifax Chronicle Herald. 
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Les couts des medicaments d’ordonnance pesent lourd pour les Canadiens 

Le systeme de sante public doit evoluer 



Danielle Martin et Steve Morgan 



Cette semaine, les ministres de la Sante du pays se rassembleront a Banff en vue de se 
pencher sur des questions d’interet commun et d’explorer les possibilites de collabora- 
tion. Le Regime d’assurance-medicaments, un programme qui couvrirait les couts de 
tous les medicaments d’ordonnance par la voie d’un systeme finance a meme les fonds 
publics au lieu d’une prise en charge par les individus, sera certainement a l’ordre du 
jour. 

Les decideurs parlent souvent de « fruits facilement accessibles », des politiques a 
faibles perturbations et a gains rapides. Or, de tels fruits sont rares dans le milieu de la 
sante canadien. Les defis sont 
complexes, la mise en oeuvre de 
solutions est difficile et souvent 
couteuse. 

Un Regime d’assurance-medi- 
caments n’est pas encore per^u 
comme un fruit facilement 
accessible, mais ce fruit n’est 
peut-etre pas si haut juche dans 
l’arbre, contrairement a ce que 
pensent nos ministres. 

La couverture et les couts des 
medicaments d’ordonnance 
s’averent des defis importants 
dans le monde des soins. Le 
Canada est le seul pays deve- 
loppe dote d’un regime d’assu- 
rance-sante universel depourvu 
d’une couverture universelle 
en matiere de medicaments 
d’ordonnance. Par consequent, un Canadien sur 10 n’a pas les moyens de se payer les 
medicaments prescrits par son medecin. Or les Canadiens depensent plus pour les me- 
dicaments que les citoyens de tout autre pays comparable. 

Nous pouvons relever les defis lies aux politiques regissant le domaine pharmaceutique 
en reformant la fa^on dont nous achetons les medicaments et la maniere de les payer, a 
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condition que nos gouvernements ceuvrent conjointement. Malheureusement, la colla- 
boration n’est pas toujours au rendez-vous dans l’arene des politiques publiques cana- 
diennes. 

Le Regime d’assurance-maladie canadien a ete con^u dans les annees 1950 et 1960 
comme un partenariat entre le gouvernement federal et les gouvernements provinciaux. 
Ces instances ont mis en place un regime d’assurance-sante universel comportant plu- 
sieurs etapes, en commen^ant par l’hospitalisation, puis les soins medicaux. 

Aujourd’hui, les innovations dans le domaine pharmaceutique ont transforme les soins 
de sante. Nous pouvons maintenant traiter de nombreuses maladies qui, jadis, auraient 
necessite des hospitalisations. La population etant vieillissante et les technologies phar- 
maceutiques etant en constante evolution, les couts des medicaments d’ordonnance et 
leur couverture seront des enjeux de plus en plus importants au pays. 

Actuellement, il n’existe au Canada aucune norme nationale regissant la couverture des 
medicaments. Nous dependons d’une mosaique d’interlocuteurs prives ou publics qui 
paient la note mais qui sont souvent en conflit les uns avec les autres, au detriment des 
patients. 

La presence d’une telle mosaique genere de profondes inegalites. Un citoyen atteint 
d’une maladie chronique pourrait avoir a payer des centaines de dollars, voire plus de 
1000$ par annee, selon la province dans laquelle il reside. II pourrait aussi n’avoir rien a 
payer s’il beneficie d’un regime d’assurance-medicaments prive au travail. 

La solution la plus plausible a ce probleme serait d’integrer les medicaments d’ordon- 
nance a notre regime d’assurance-maladie public, comme nous l’avons fait pour les 
soins des medecins et les hospitalisations. Les Canadiens n’auraient pas a debourser 
davantage. En fait, si le Canada adoptait des pratiques plus rationnelles en matiere de 
produits pharmaceutiques et la fa^on dont ils sont achetes et presents, nous pourrions 
payer les couts des medicaments d’ordonnance les plus essentiels et medicalement indis- 
pensables. Cela s’appliquerait pour tous les citoyens, a peu de frais ou sans couts supple- 
mentaires pour les gouvernements. 

Comment est-ce possible? 

La reponse reside dans les pays developpes, partout dans le monde. Du Royaume-Uni 
a la Nouvelle-Zelande, en passant par les Etats-Unis et leur administration des anciens 
combattants, les systemes de sante des pays comme le notre sont dotes de regimes de 
medicaments d’ordonnance exhaustifs. Ces regimes coutent les memes sommes ou 
moins par habitant que celles que nous depensons en fonds publics pour couvrir qu’une 
part de notre population. 

Ces autres systemes de sante obtiennent davantage avec moins d’argent, et ce pour deux 
raisons. Premierement, ils utilisent le pouvoir d’achat d’un payeur unique pour obtenir 
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les medicaments aux meilleurs prix, et ils negocient dur. Par exemple, le Royaume-Uni 
paie 22 pour cent de moins pour ses medicaments de marques deposees, comparative- 
ment au Canada. Par ailleurs, il attire cinq fois plus de capitaux pharmaceutiques, par 
rapport au nombre d’habitants. 

Deuxiemement, ces pays recrutent la participation des medecins prescripteurs et des 
patients pour promouvoir ^utilisation rationnelle et efficiente des medicaments d’or- 
donnance. Cette demarche ameliore les resultats pour le patient et reduit la demande 
pour d’autres types de soins tout en contenant les couts. 

En l’absence d’un leadership de la part du gouvernement federal, les provinces et les 
territoires ont fait de leur mieux pour cueillir les fruits facilement accessibles en vue 
d’ameliorer la couverture et reduire les couts des medicaments d’ordonnance. Les pro- 
vinces collaborent plus que jamais pour etablir les prix des medicaments generiques et 
negocier les prix des medicaments de marques deposees. 

Toutefois, ^amelioration du regime d’assurance-medicaments au profit de tous les Cana- 
diens s’averera un exercice difficile sans la participation du gouvernement federal. 

Le federal pourrait mener ce dossier comme aucune province ou territoire ne pourrait 
le faire en appuyant la creation d’une liste nationale unique qui regrouperait les medica- 
ments couverts par l’assurance-medicaments et offerts a tous les Canadiens. II pourrait 
egalement mobiliser le pouvoir d’achat de la population entiere et obtenir le maximum 
pour l’argent investi dans l’achat des medicaments. 

Les ministres doivent « viser haut » cette semaine, dans leurs efforts pour regler cette 
question, en esperant que le gouvernement federal sera de la partie. Le fruit est mur et 
pret a cueillir. 

Danielle Martin est medecin et vice-presidente au Women's College Hospital \ a Toronto. 

Steve Morgan agit comme conseiller-expert aupres d’EvidenceN etwork. ca. II est professeur et directeur 
du Centre for Health Services and Policy Research y a I’Universite de la Colomhie-Tritannique. 

(octobre 2014) 

Une version de ce commentaire est parue dans Le Huffington Post Quebec. 
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The continued medicalization of women’s bodies 

Drug treatment for female sexuality not about equality but profits 



r 



Alan Cassels 



We’ve come a long way, baby. 

Eighty five years ago (October 18, 1929) women were declared “persons” in Canada. 

On that day women in Canada became eligible to be appointed to the Canadian Sen- 
ate, which up to that time, had been the sole dominion of men because women were 
not “deemed persons” under the law. Five Alberta women, Emily Murphy, Irene Parlby, 
Louise McKinney, Henrietta Muir Edwards and Nellie McClung declared a major vic- 
tory in being able to say, quite simply: “We are persons too!” 

There is no doubt that great strides have been made in the push for gender equity over 
last 85 years. We take things for 
granted nowadays, where senior 
members of almost every pro- 
fession are women and women 
hold leadership positions in 
government and industry. We’ve 
had female premiers and a fe- 
male prime minister. When I 
tell my daughter that we didn’t 
have women in Military College 
or the Canadian Navy when I 
joined up 30 years ago, she is 

Now women command 
warships and fly fighter jets, and 
there is no question that they 
have breached almost every do- 
main that has been the sole bas- 
tion of men. 

At the same time it’s premature 
to say that true gender equity 
has been achieved. Women still earn less than men, carry the bulk of child care duties, 
and are often the first ones to sacrifice their careers when children come along. 

More worrisome, I think, is to see how demands for justice for both sexes can be con- 
strued in ways that co-opt the language of equality to sell ideas or products — espe- 
cially when they might be another way to subdue women all over again. 
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As a pharmaceutical policy researcher, I’ve studied the marketing practices of the drug 
industry for two decades and have seen many examples where industry-fuelled medical- 
ization of women’s health has threatened to turn the normal ups and downs of puberty, 
pregnancy and menopause into ripe fodder for pharmaceutical-enhancement. 

There’s one significant frontier in the medicalization of women’s bodies that remains 
elusive: drug treatment for female sexuality. 

At the end of October, the US FDA is sponsoring a workshop called “Patient-Focused 
Drug Development and Scientific Workshop on Female Sexual Dysfunction,” which 
puts on display two very starkly contrasting views of female sexuality. 

On the one hand, led by drug companies wishing to create the first new “Pink Viagra,” 
surrogate patient groups have started actively lobbying for new drug development 
under the guise of gender equity. These advocates say that there are already 26 FDA- 
approved drugs on the market for male sexual problems and “ZERO for women.” And 
so, they want action. What that “action” looks like is a push for the FDA to recognize 
its apparent gender bias and lower the standards needed to approve drugs for women. 

The eventhescore.org campaign appears to be made up of advocates who want new 
standards of drug approval at the FDA so that they, too, can have drugs to enhance sex. 

On the other hand are women health advocates who are vocally countering the medi- 
calization of female sexuality, saying that the FDA should not accept the rewriting of 
disease definitions in order to satisfy the drug industry’s desire to market drugs for low 
sexual desire. They argue that female sexuality is complex and diverse, and based on 
a whole range of emotional and relationship factors that are not as simple as a male 
plumbing problem, and hence, not amendable to a pharmaceutical cure. 

The main problem is that no one seems to be able to precisely define “female sexual 
dysfunction” and the “disease” for which a pill might be warranted. Being too tired for 
sex? Being uninterested in the lout who wears sweatpants around the house? Living 
with a Neanderthal that doesn’t know how to do laundry? There is not yet a pill for that 
but that hasn’t stopped some in the drug industry from trying to characterize low sexual 
interest into a disease. 

In the recent past, the world has been witness to many intensive efforts to redefine or 
characterize normal human social and physiologic parameters into conditions that re- 
quire pharmaceutical treatment. Now adding to the pharmaceuticalization of a broad 
range of normal human behaviours including sadness, social anxiety and childhood 
exuberance, we can add “female sexual dysfunction” — deemed abnormal, widespread 
and urgently in need of pharmaceutical intervention. 

Let’s strip the false “equality” language from the sales pitch and recognize that this is 
not about being fair and even between the sexes, but about potential profits. 
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Alan Cassels is a pharmaceutical policy researcher and an expert advisor with EvidenceNetwork.ca 

(October 2014) 

A version of this commentary appeared in the Huffington Post , the Winnipeg Free Press and 
the Victoria Times Colonist. 
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Le corps des femmes est toujours medicalise 

Le traitement pharmacologique des dysfonctions sexuelles feminines n’est pas une question 

d’egalite, mais de profits 



r 



Alan Cassels 



Que de chemin parcouru, chere amie! 

II y a 85 ans ce mois-ci, soit le 18 octobre 1929, les femmes ont ete declarees des « per- 
sonnes » au Canada. 

Les Canadiennes ont alors obtenu le droit d’etre nominees au Senat canadien, un privi- 
lege qui avait longtemps ete reserve aux hommes, car les femmes n’etaient pas recon- 
nues comme des « personnes » en vertu de la loi. Cinq Albertaines, soit Emily Murphy, 
Irene Parlby, Louise McKinney, Henrietta Muir Edwards et Nellie Mcclung, ont declare 
avoir remporte ce jour-la une 
victoire importante : « Nous 
sommes aussi des personnes! », 
ont-elle pu finalement affirmer. 

II n’y a aucun doute que l’egalite 
entre les hommes et les femmes 
ait progresse a pas de geant au 
cours des 85 dernieres annees. 

Aujourd’hui, cette lutte nous 
semble gagnee : des femmes ont 
atteint les echelons superieurs 
de plusieurs professions et oc- 
cupent des postes de direction 
au sein du gouvernement et 
d’entreprises. Des femmes ont 
egalement ete elues premieres 
ministres provinciales et le 
Canada a elu une premiere mi- 
nistre. Quand je raconte a ma 
fille qu’il n’y avait aucune femme 
au College militaire royal ou dans les rangs de la Marine canadienne lorsque je me suis 
enrole il y a trente ans, elle est estomaquee. De nos jours, on retrouve des femmes aux 
commandes de navires de guerre et d’avions de combat a reaction. Les femmes ont, 
sans contredit, reussi a acceder a presque tous les domaines qui etaient reserves aux 
hommes. 
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Toutefois, il serait premature d’affirmer qu’une veritable equite entre les hommes et les 
femmes a ete atteinte. Les femmes gagnent toujours moins que les hommes, assument 
encore la plus grande part des taches liees au soin des enfants et sont generalement les 
premieres a sacrifier leur carriere au moment de fonder une famille. 

Ce qui est toutefois plus inquietant, a mon avis, est la fa^on dont les appels a l’egalite 
entre les deux sexes peuvent etre interprets, recuperes et mis au service de la pro- 
motion d’idees ou de marchandises, et deviennent une nouvelle fa^on d’assujettir les 
femmes. 

En tant que chercheur dans le domaine des politiques sur les medicaments, j’etudie les 
pratiques de mise en marche de l’industrie pharmaceutique depuis deux decennies. Au 
cours de ma carriere, j’ai pu observer de nombreux de cas ou la medicalisation de la 
sante des femmes a ete favorisee par les besoins de l’industrie. La puberte, la grossesse 
et la menopause sont devenus un terreau fertile pour l’accroissement des ventes de me- 
dicaments. 

II y a cependant une frontiere du domaine de la medicalisation du corps de femme qui 
n’a pas ete franchie, soit le traitement pharmacologique des dysfonctions sexuelles femi- 
nines. 

Or, a la fin du mois d’octobre, la Food and Drug Administration (FDA) des Etats-Unis 
tiendra un atelier scientifique sur le developpement de medicaments contre les dys- 
fonctions sexuelles feminines (atelier intitule Patient-Focused Drug Development and 
Scientific Workshop on Female Sexual Dysfunction). Les chercheurs y discuteront deux 
concepts de la sexualite feminine qui sont diametralement opposees. 

D’un cote, sous la pression de societes pharmaceutiques qui veulent creer le premier 
« Viagra rose », des representants de groupes de patients plaident pour le developpe- 
ment d’un tel medicament, sous le couvert d’une lutte pour l’equite entre les hommes 
et les femmes. Ces groupes de pression soutiennent qu’il existe sur le marche 26 medi- 
caments autorises par la FDA pour le traitement des troubles sexuels chez les hommes, 
alors qu’il n’en existe aucun pour les femmes. Ils exigent, par consequent, que des me- 
sures soient prises pour corriger la situation. Mais ces « mesures » s’apparentent plutot 
a une campagne de pression pour accuser la FDA de sexisme et pousser l’organisme a 
approuver les medicaments destines aux femmes. 

L’objectif de la campagne Even The Score (eventhescore.org) est de faire en sorte 
que la FDA adopte de nouveaux criteres d’approbation des medicaments afin que les 
femmes puissent, elles aussi, avoir acces a des moyens pharmaceutiques d’ameliorer leur 
vie sexuelle. 

D ’autre part, des groupes de defense de la sante des femmes sont vivement opposes a la 
medicalisation de la sexualite feminine. Ils affirment que la FDA ne devrait en aucun cas 
accepter que la definition de maladies soit reformulee dans le but de satisfaire la volonte 
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de rindustrie de mettre en marche des medicaments contre la baisse du desir sexuel fe- 
minin. Selon eux, la sexualite feminine est complexe et diversifiee et repose sur un large 
eventail de facteurs emotionnels et relationnels qui ne sont pas aussi simples que les 
problemes physiologiques qu’eprouvent les hommes. Ainsi, les femmes ne peuvent pas 
etre traitees aussi facilement avec des medicaments. 

Le principal probleme dans ce debat est que personne ne semble etre en mesure de de- 
finir avec precision ce qu’est une « dysfonction sexuelle feminine » et en quoi il pourrait 
s’agir d’une « maladie » justifiant la prise d’un medicament. Est-ce qu’etre trop fatiguee 
pour faire l’amour, ne pas etre attiree par le rustre qui deambule en tenue de sport dans 
la maison ou vivre avec un homme des cavernes incapables de faire le lavage sont des 
symptomes d’une « maladie »? II n’existe encore aucun medicament pour traiter de tels 
« symptomes », mais ce detail n’empeche en rien certains acteurs de l’industrie pharma- 
ceutique a pousser pour que la baisse du desir sexuel soit caracterisee comme une mala- 
die. 

Recemment, nous avons ete temoin de nombreux cas ou des efforts considerables ont 
ete deployes pour redefinir ou caracteriser des facteurs psychologiques et sociaux tout 
a fait normaux comme des troubles de sante exigeant un traitement pharmaceutique. 
Apres avoir medicalise la tristesse, l’angoisse sociale et l’exuberance des enfants, nous 
pouvons desormais ajouter la « dysfonction sexuelle feminine » au nombre des pro- 
blemes qui necessiteraient une intervention pharmaceutique. 

Nous devons cesser de donner de la valeur a un faux discours sur l’egalite et reconnaitre 
que le veritable enjeu est la volonte de l’industrie pharmaceutique d’augmenter ses pro- 
fits. 

Alan Cassels est chercheur dans le domaine des politiques sur les medicaments et expert-conseil d Evi- 
denceN etwork. ca. 

(octobre 2014) 

Une version de ce commentaire est parue dans Le Huffington Post Quebec. 
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Chapter 7: Mental Health 



What’s stressing out our kids? 

How self-regulation may be the answer 



r 



Stuart Shanker 



Something quite remarkable is happening across Canada today: suddenly everyone is 
talking about self-regulation. They’re not always sure they know what it means, let alone 
what to do about it. But there is a widespread awareness that self-regulation is one of 
those scientific breakthroughs that heralds a turning point in how we see and help chil- 
dren. 

In the simplest terms, self-regulation refers to the neural processes that control the en- 
ergy expended to deal with a stressor and then recover. When a child’s stress levels are 
too high various systems for thinking and metabolic recovery are compromised. The 
signs of when this is happening 
show up in the child’s behaviour, 
or mood, or attention, or for 
that matter, physical well-being. 

And judging from the growing 
numbers of problems that we’re 
seeing in kids in these areas, it 
would seem that Canadian chil- 
dren are dealing with far too 
much stress today. 

With all the reports coming in 
on the high stress levels our 
children are under we began 
to investigate what some of 
the common culprits might be 
and were surprised by what we 
found. For example, noise has 
become a major problem: not 
just in terms of volume, but also 
reverberation and the presence 
of low-frequency sounds. Another big problem is something known as 'Visual noise”: 
how much clutter or visual distraction there is. The typical school classroom turns out 
to have high levels of both of these kinds of stressors and efforts to reduce auditory 
and visual noise are resulting in significant improvements in children’s behaviour and 
attention. 



* *THERE ARE FIVE KEY GOALS TO ENHANCING 
SELF-REGULATION IN CHILDREN: 

©LEARN HOW TO READ THE SIGNS 
OF WHEN A CHILD IS OVER-STRESSED. 
©IDENTIFYTHE STRESSORS. 

© REDUCE THE STRESSORS. 

© HELP THE CHI LD LEARN TO IDENTIFY WHAT IT 
FEELS LIKE TO RE CALM AND WHAT IT FEELS 
LIKE TO BE AGITATED. 

O HELP CHILDREN LEARN STRATEGIES FOR RETURNING 
TO BEING CALM WHEN THEY BECOME AGITATED. 



Dr. Stuart Shanker, Distinguished Research Professor 
of Philosophy and Psychology, Vork University 
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We are only at the early stages of understanding what all these stressors might be, but 
we are already beginning to understand that things that we may not think twice about 
— e.g., kids 5 sleep, eating, exercise and leisure activities, or their environment — might 
be adding considerably to their stress load. When we can identify and reduce the stress- 
ors in children’s lives, we find that many of the problems they were demonstrating start 
to diminish and they become much more receptive to adult assistance. 

That is the key to this revolution: a shift from thinking in terms of controlling to regu- 
lating a child. The assumption underlying the “stern discipline” approach to dealing 
with such problems is that a child is capable of acting differently and only a lesson in 
the consequences of a poor choice will drive home the importance of self-control. The 
problem is, one of the key systems that shuts down under excessive stress is the very 
one needed for exercising self-control. 

Over the long term, the effect of punishing or harshly chastising children who are over- 
stressed is to exacerbate their problems in self-control. To be sure, if you make the pun- 
ishment harsh enough, the child is likely to become quiet and perhaps compliant. But 
far from signifying that your message has “finally gotten through” what has happened 
in all too many cases is that the child has gone into a state that is known as “freeze”: 
quiet on the outside, but if you could peer inside their brain you’d see that their alarm 
system is on high alert. In this state, they’re not actually processing a word of what 
you’re saying: they’re just marshalling the energy to escape at the first opportunity. 

In our work with parents and teachers, we have identified five key goals to enhancing 
self-regulation in children: 

Learn how to read the signs of when a child is over-stressed. 

Identify the stressors. 

Reduce the stressors. 

Help the child learn to identify what it feels like to be calm and what it feels like to be 
agitated. 

Help children learn strategies for returning to being calm when they become agitated. 

If you suspect your child’s stress levels are too high, there are different kinds of strate- 
gies you can try. One of the most effective is unscripted free play. It’s no surprise that 
so many children seize this opportunity to build forts: this gives them a chance to feel 
safe and secure. Some children find sports really calming and some get this effect from 
music. Many children love yoga, or doing art, reading, cooking or taking care of ani- 
mals. Every child is different and you may have to experiment a little to find the activi- 
ties that your child finds calming, but when you do, you’ll know from the smile on his 
or her face and the relaxed look of their body. 

There is never an age at which it’s too late to work on self-regulation with your child; 
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and never an age at which you can stop working on these goals. The result is that your 
child will develop the skills they’ll need to deal with the stressors they are going to en- 
counter in the 21st century: stressors that, as this winter has taught us, we can’t even 
begin to imagine! 

Stuart S hanker is an expert advisor with EvidenceN etwork. ca, a distinguished research professor of 
philosophy and psychology and director of the Milton and Ethel Harris Research Initiative at York 
University. For more information about self-regulation see Calm, Alert and Learning by Stuart 
S hanker (Pearson 2012) and go to www. mehritcentre. com and www. self-regulation, ca . 

(April 2014) 

A version of this commentary appeared in the Huffington Post and the Hamilton Spectator. 
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Qu’est-ce qui rend nos enfants si stresses ? 

L’autoregulation com me piste de solution 




Stuart S hanker 



Quelque chose d’assez remarquable est en train de se produire au Canada : du jour au 
lendemain, tout le monde s’est mis a parler d’autoregulation. Nous ne savons pas tou- 
jours en quoi cela consiste et encore moins comment l’appliquer, mais nous sommes de 
plus en plus nombreux a nous y interesser, parce que nous devinons qu’il s’agit d’une de 
ces percees scientifiques propres a transformer l’idee qu’on se fait des enfants et l’aide 
qu’on leur procure. 

En termes simples, Tautoregulation designe les processus neuronaux qui modulent 
Tenergie depensee pour reagir a un facteur de stress et ensuite recuperer. Un niveau de 
stress excessif perturbe les me- 
canismes qui regulent la pensee 
et la recuperation metabolique 
chcz l’enfant. On peut en repe- 
rer les signes dans son compor- 
tement, son humeur, son niveau 
d’attention ou tout simplement 
dans son degre de bien-etre 
physique. A en juger par la mul- 
tiplication des problemes obser- 
ves aujourd’hui chez les enfants 
canadiens, le stress qu’ils su- 
bissent est beaucoup trop grand. 

Les constats de plus en plus 
nombreux confirmant cet etat 
de choses nous ont amenes a 
nous interroger sur les facteurs 
courants susceptibles d’en etre 
responsables. Ce que nous 
avons decouvert nous a etonnes. 

A titre d’exemple, le bruit est devenu un probleme majeur : le volume sonore n ? est pas 
le seul en cause, mais aussi la reverberation et la presence de sons graves. II y aussi ce 
qu’on pourrait appeler le « bruit visuel », soit le degre de desordre et de distraction pour 
l’ceil. Or il se trouve que ces stresseurs abondent dans une salle de classe typique. On 
constate que les mesures prises pour les attenuer se traduisent chez les eleves par une 
nette amelioration sur le plan du comportement et de Tattention. 
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Nous ne faisons que commencer a recenser tous les facteurs en jeu, mais nous nous 
rendons deja compte que des choses auxquelles nous n’aurions pas pense a premiere 
vue, comme le sommeil, l’alimentation, l’exercice, les loisirs ou l’environnement, 
pourraient sensiblement alourdir le fardeau de stress des enfants. En effet, lorsqu’on 
parvient a reperer ces facteurs et a les attenuer, on s’aper^oit que bon nombre des pro- 
blemes diminuent et que les enfants se montrent plus receptifs a l’aide des adultes. 

Voila precisement ce qui fait de ce changement de perspective une petite revolution : 
il n’est plus question ici d’exercer son autorite , mais de favoriser l y autoregulation. Le recours 
a une « discipline severe » pour corriger un probleme repose sur l’idee que l’enfant est 
capable d’agir autrement et qu’il ne pourra apprendre l’importance de la maitrise de soi 
que si on lui montre les consequences d’une mauvaise decision. Le hie, Lest qu’en situa- 
tion de stress excessif, l’un des principaux mecanismes qui s’enrayent est celui-la meme 
qui nous permet de nous maitriser. 

A long terme, le fait de punir ou de reprimander fortement un enfant surmene ne 
fera qu’exacerber sa difficulty a se maitriser. Certes, si la punition est suffisamment 
severe, il est probable qu’il se calme et peut-etre meme, qu’il de vienne docile. 
Toutefois, cela ne veut pas dire qu’il a « enfin compris le message », bien au 
contraire; ce qui se produit dans de trop nombreux cas, e’est que l’enfant se « fige 
» : il donne l’impression de s’etre tranquillise, mais si on pouvait regarder dans son 
cerveau, on verrait que son systeme d’alarme est en mode qui-vive. Dans pareil etat, 
un enfant ne capte pas un seul mot de ce qu’on lui dit. Il s’emploie plutot a mobiliser 
l’energie requise pour s’enfuir a la premiere occasion. 

Dans notre travail aupres des parents et des enseignants, nous avons defini cinq prin- 
cipes qui visent a favoriser l’autoregulation chez les enfants. 

Apprendre a reconnaitre les signes de surmenage. 

Reperer les stresseurs. 

Attenuer les stresseurs. 

Aider l’enfant a definir comment il se sent quand il est calme et quand il est agite. 

Amener l’enfant a acquerir des strategies qui l’aideront a se calmer lorsqu’il deviendra 
agite. 

Si vous soup^onnez que le stress que ressent votre enfant est trop eleve, differentes 
strategies s’offrent a vous. L’une des plus efficaces est le jeu libre. Il n’est guere eton- 
nant que les enfants profitent souvent de ce temps pour construire un fort, car cela leur 
donne un sentiment de securite. Les sports ont un effet apaisant chez certains; chez 
d’autres, ce sera la musique. Nombreux sont les enfants qui adorent le yoga, la lecture, 
faire du bricolage ou la cuisine ou encore prendre soin d’un animal. Chaque enfant est 
different; il vous faudra peut-etre tatonner un peu avant de decouvrir les activites qui 
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conviennent au votre. Vous saurez que vous etes tombe sur la bonne methode au sou- 
rire qui illuminera leur visage et a la sensation de detente qui se degagera de son corps. 

II n’est jamais trop tard pour commencer a inculquer l’autoregulation et il n’y a pas 
d’age pour cesser d’y travailler. Cette methode permettra a l’enfant d’acquerir les habile - 
tes dont il aura besoin pour faire face aux stresseurs susceptibles de survenir au courant 
du 21 e siecle, et dont il est difficile d’imaginer la portee, si l’on se fie a l’hiver que nous 
venons de traverser! 

Stuart S hanker est expert-conseil a EvidenceNetwork.ca. Il est professeur emerite de 
philosophie et de psychologie et directeur du programme Milton and Ethel Harris 
Research Initiative a VUniversite York. Pour en savoir plus sur V autoregulation, 
consult ez son ouvrage Calm, Alert and Learning (Pearson, 201 2), ainsi que les sites rnviv. 
mehritcentre.com et ivmv. self-regulation. ca . 

(avril 2014) 

Une version de ce commentaire est parue dans He Huffington Post Quebec. 
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Prenatal stress can affect the fetal and infant brain 

Prolonged exposure to toxic stress has been linked to depression, heart disease, diabetes 

and alcoholism 



r 



Nicole Letourneau and Justin Joschko 



Last month, it was reported that an Edmonton woman was badly beaten by her spouse. 
Though the attack put her in the hospital, the police offered a silver lining by stating 
that her unborn baby, at least, wasn’t harmed. 

Sadly, this claim underestimates the profound effect severe stress can have on children’s 
development in their first years of life, including while they’re still in the womb. In or- 
der to help end the cycles of violence that all too often lead to these situations, we must 
understand the full effects of abuse and neglect early in life — and what can be done to 
correct them. 

Evidence shows that exposure 
to their mothers’ prenatal stress 
in consistently high doses — a 
state called “toxic stress” — af- 
fects fetal and infant brain ar- 
chitecture, placing the growing 
child at risk for numerous emo- 
tional and intellectual challenges. 

Exposed children have a harder 
time paying attention to instruc- 
tions, and fare worse in puzzles 
and activities designed to mea- 
sure cognitive ability. 

The main culprit in these cases 
is a stress hormone called cor- 
tisol. Though made naturally in 
our bodies and a key part of our 
stress response system, cortisol 
can be nasty stuff in large doses. 

Our glands produce it in times of real or perceived danger, where it shifts us into a kind 
of emergency mode: redistributing energy from our organs to our major muscle groups 
— the better to flee or fight with — and shutting down our immune and digestive sys- 
tems to concentrate on the more immediate task of survival. 

All of this is of great importance when fleeing from a tiger, or battling a warring tribe, 
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or facing one of the other myriad dangers that plagued our distant ancestors. But in the 
face of extreme stress experienced by some people today, it can become a liability, as its 
presence prevents the body from returning to its pre-stressed state, called homeostasis. 

Homeostasis is where our bodies function most optimally; if we lose the ability to 
downshift to this lower gear, the damage over the long term — the wear and tear, so 
to speak — can be considerable. Prolonged exposure to toxic stress has been linked to 
depression, heart disease, diabetes, and alcoholism — diseases we associate with adult- 
hood, but whose seeds are often sown in the first years of our lives. 

Fortunately, many effects of toxic stress can be mitigated. And the cure is not a matter 
of expensive pills or complex medical treatments. For parents, it’s a matter of support. 
Supporting parents — through women’s shelters, through tax relief, through better 
services for those with mental illness — we help two generations, parents and the next 
generation. 

For children, it’s a matter of supporting parenting. The same study that reported an 
association between prenatal stress and lower cognitive abilities found that these prob- 
lems were completely reversible, so long as children received consistent, loving attention 
from at least one caregiver. “Serve and return relationships,” characterized by respon- 
sive, helpful interactions between children and adults, have powerful healing effects. 

Though the exact mechanisms aren’t well understood, we think that caring serve and 
return relationships with parents act as a stress filtration system for their children, buff- 
ering them from the bursts of cortisol their young bodies aren’t yet equipped to handle. 
Healthy relationships may therefore recalibrate kids away from overproducing cortisol. 

Support can make all the difference between a cycle of violence being repeated or bro- 
ken. 

If we want to end abuse, to eliminate poverty, to help solve the thorniest problems our 
society faces, the best place to begin is at the beginning: prenatal and infancy. And we 
can’t forget who raises those infants. We must support their parents, especially the ones 
most stressed. We all have a stake in protecting and supporting today’s parenting fami- 
lies to give all our children the best start. 

Nicole Tetourneau is an expert advisor with EvidenceNetwork.ca and a professor in the faculties of 
Nursing and Medicine. She also holds the Norlien/ Alberta Children’s Hospital Foundation Chair in 
Parent-Infant Mental Health at the University of Calgary. 

Justin Joschko is a freelance writer currently residing in Ottawa. Their co-authored book , Scientific 
Parenting, has recently been released with Dundurn Press. 

(April 2014) 

A version of this commentary appeared in the Winnipeg Free Press, the Huffington Post and 
the Guelph Mercury. 
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Le stress parental peut nuire au cerveau du foetus et du bebe 

Un lien a ete etabli entre /’ exposition prolongee a un stress toxique et la depression, les ma- 
ladies du coeur, le diabete et I’alcoolisme. 



Nicole Letourneau et Justin Joschko 



Le mois dernier, on rapportait qu’une femme d’Edmonton a ete lourdement battue par 
son epoux. Bien que la femme ait du se rendre a l’hopital en raison de l’agression, la 
police offrait une mince consolation en affirmant que le bebe a naitre, au moins, n’avait 
pas ete touche. 

Malheureusement, cette affirmation sous-estime les graves effets que peut avoir un 
stress intense sur le developpement de l’enfant au cours des premieres annees de sa 
vie, y compris pendant qu’il est toujours dans l’uterus. Afin de contribuer a mettre fin 
aux cycles de violence qui trop 
souvent menent a de telles situa- 
tions, nous devons comprendre 
tous les effets qu’engendrent les 
agressions et la negligence au 
tout debut de la vie, de meme 
que ce que nous pouvons faire 
pour contrer ces effets. 

Les donnees indiquent qu’une 
exposition constante a un stress 
prenatal maternel eleve, c’est- 
a-dire un stress qualifie de « 
toxique », nuit a ^architecture 
du cerveau du foetus et du bebe, 
ce qui a pour consequence que 
l’enfant au cours de sa crois- 
sance sera a risque d’eprouver de 
nombreuses difficultes d’ordre 
emotionnel et intellectuel. Les 
enfants qui ont ete exposes a un 
stress toxique ont, en effet, plus de difficulte a ecouter des consignes avec attention et 
sont moins habiles pour faire des casse-tetes et executer des taches con^ues pour mesu- 
rer leurs capacites cognitives. 

La principale coupable dans ce type de situation est l’hormone du stress, qu’on appelle 
le cortisol. Bien qu’il soit secrete naturellement par le corps et fasse partie integrante de 
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notre systeme de reaction au stress, le cortisol peut devenir nocif lorsqu’il est present en 
trop quantite dans le corps. Produit par des glandes lorsque nous sommes en situation 
de danger reel ou per^u, il sert a mettre tout le corps dans une sorte d’etat d’alerte en 
redistribuant l’energie de nos organes vers nos principaux groupes musculaires, afin que 
nous soyons plus aptes a fuir ou a nous battre, et en interrompant le fonctionnement de 
nos systemes digestif et immunitaire, afin que le corps se concentre sur sa survie plus 
immediate. 

Tous ces changements provoques par le cortisol sont extremement importants lorsqu’il 
s’agit de fuir un tigre, de se battre contre une tribu ennemie ou de faire face a la kyrielle 
d’autres dangers avec lesquels devaient composer nos ancetres. Toutefois, ils peuvent 
avoir aujourd’hui des consequences negatives chez les personnes qui subissent un stress 
intense, car la presence de cortisol dans l’organisme empeche le corps de retrouver son 
etat d’avant le stress, appele homeostasie. 

L’homeostasie est l’etat ou le corps fonctionne de fa^on optimale, et une incapacity de 
retrouver cet etat entraine des consequences qui a long terme peuvent etre conside- 
rables, s’apparentant pour ainsi dire une usure et une degradation du corps. Un lien a 
ete etabli entre l’exposition prolongee a un stress toxique et la depression, les maladies 
du cceur, le diabete et l’alcoolisme, des problemes de sante certes associes a l’age adulte, 
mais dont le germe est souvent plante au cours des premieres annees de la vie. 

Heureusement, il est possible d’attenuer plusieurs des effets du stress toxique, et la solu- 
tion n’est pas une question de medicaments couteux ou de traitements medicaux com- 
plexes. Il s’agit plutot, en ce qui concerne les parents, de fournir du soutien. Soutenir les 
parents par le biais de maisons d’hebergement pour les femmes, d’allegements fiscaux et 
de meilleurs services pour les personnes souffrant de problemes de sante mentale per- 
met d’aider deux generations a la fois, soit les parents et leurs enfants. 

En ce qui concerne les enfants, il s’agit d’apporter du soutien au role parental. La meme 
etude qui a etabli un lien entre le stress parental et des capacites cognitives moindres 
chez l’enfant a egalement montre que ce probleme peut etre completement renverse, 
pourvu que l’enfant re^oive une attention aimante et constante d’au moins un parent ou 
parent-substitut. Les relations d’interaction, c’est-a-dire caracterisees par des echanges 
attentifs et bienveillants entre l’enfant et des adultes, ont un puissant effet de guerison. 

Bien que les mecanismes en cause ne soient pas encore tres bien compris, nous croyons 
qu’une relation d’interaction et de sollicitude entre l’enfant et ses parents agit sur le pre- 
mier comme un systeme de filtration du stress dont l’effet est d’amoindrir la secretion 
de fortes doses de cortisol qu’un jeune corps n’est pas en mesure de gerer adequate- 
ment. Une relation saine permet ainsi de reequilibrer le corps de l’enfant et d’empecher 
une surproduction de cortisol. 

Il semble done que le soutien puisse etre l’element determinant entre la perpetuation ou 
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^interruption du cycle de la violence. 

Si nous souhaitons mettre fin a la violence, eliminer la pauvrete et contribuer a resoudre 
les problemes les plus epineux de notre societe, la meilleure fa^on se s’y prendre est de 
commencer par le debut : la periode prenatale et la petite enfance. Egalement, il ne faut 
pas oublier les parents qui elevent les enfants; nous devons leur offrir du soutien, en 
particular a ceux qui vivent d’importants stress. Nous avons tous avantage a proteger et 
a soutenir les families avec enfants afin de tous leur donner le meilleur depart possible. 

Nicole Eetourneau est experte-conseil a EvidenceN etwork. ca. Professeure aux facultes des sciences 
infirmieres et de medecine de I’Universite de Calgary, elle est egalement titulaire de la chaire de la Fon- 
dation Norlien/ Hopital pour enfants de l 'Albert a en sante mentale des parents-enfants de la meme 
universite. Justin Joschko est un redacteur independant residant a Ottawa. Us sont coauteurs du livre 
Scientific Parenting, publie recemment par Dundurn Press. 

(avril 2014) 

Une version de ce commentaire est parue dans Le Huffington Post Quebec. 
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Dads important to baby’s development 



c 



Nicole Letourneau and Gerald Giesbrecht 



D 



It’s no secret that dads are important, and that their role as caregivers has, for many 
families, broadened in the last 50 years. But there’s one period of our development 
where dads tend to take a back seat — the first nine months, to be precise. 

While still in the womb, babies are generally considered the mother’s domain first and 
foremost. Fathers are often relegated a small supporting role: they help around the 
house, maybe massage mom’s aching back, and cater to cravings, but ultimately they’re 
seen as just another observer. However, a growing body of research shows us that 
fathers can have a much deeper influence on their children in utero than previously ex- 
pected. 

Recently, we and several researchers 
conducted a study examining what 
effect support from spouses had 
on pregnant mothers’ responses to 
stress. To do this, we asked partici- 
pating mothers a series of questions 
assessing the support they get from 
their husbands /partners: how much 
of it, how easily they provided it and 
how effective it was at getting them 
through life’s challenges. 

Next, we collected a series of saliva 
samples from mothers at various 
times of day. These samples provide 
a relatively non-intrusive way to mea- 
sure levels of cortisol, a hormone 
generated by the body in times of 
stress. During collection periods, 
mothers answered more questions, 
these ones assessing their level of psychological distress, defined as feelings of anger, 
anxiety, depression or fatigue. 

Through our data, we observed the relationship between the stress hormone cortisol 
and psychological distress. Sure enough, when mothers were distressed, their samples 
showed higher levels of cortisol — but only if they also scored low on measures of 
support from their partners. Moms with supportive spouses showed consistently low 
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cortisol levels, regardless of how upset they may have been when the sample was taken. 

Fathers didn’t stop mothers from feeling upset or anxious from time to time, but their 
support directly affected how their partners’ bodies reacted to and dealt with that anxi- 
ety. At first glance, this might not seem like a big deal. If you still feel the distress, what 
difference does the presence of a few natural chemicals make? To your baby, a great 
deal indeed. 

In sustained doses, cortisol can weaken children’s developing brain architecture. Brains 
are like houses: their upper storeys — the reasoning and cognitive skills — can only 
stand when the foundation beneath them is solid. Cortisol, if left unchecked, erodes 
this foundation, and can lead to all kinds of psychological, emotional and even physical 
problems, many of which linger into adulthood. 

More troubling still, the mechanism that controls the flow of cortisol in our bodies — 
the stress response system — doesn’t fully develop until a few years after we’re born. 
Until that time, parents are responsible for modulating their children’s stress levels, 
making dad’s role all the more important. 

And of course, support doesn’t come from fathers alone. Though our study looked at 
fathers specifically, we expect that same-sex partners play an identical role in support- 
ing pre-natal development. Furthermore, moms, siblings, parents, friends and extended 
family can all help bolster mothers in times of stress. We are social beings by nature, 
and all of us, whether consciously or not, have a hand in raising each other’s children. 

As we contemplate the support and guidance our fathers have given us throughout our 
lives, it might be worth thinking a bit farther back than we normally do where dads are 
concerned — farther back, indeed, than we can even remember. 

Nicole Eetourneau is an expert advisor with EvidenceNetwork.ca and a professor in the faculties of 
Nursing and Medicine. She also holds the Norlien/ Alberta Children’s Hospital Foundation Chair in 
Parent-Infant Mental Health at the University of Calgary. 

Gerry Giesbrecht is an assistant professor of psychology in the Department of Pediatrics at the Uni- 
versity of Calgary and lead author of the study published in Psychosomatic Medicine. 

(May 2014) 

A version of this commentary appeared in the Miramichi Deader ; the Huffington Post 
and Epoch Times. 
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Le pere compte dans la vie d’une mere et contribue au developpe- 

ment de sa progeniture 



Nicole Letourneau et Gerald Giesbrecht 



Nul n’ignore l’importance du pere et le fait que dans nombre de families, le role de ce 
parent comme pourvoyeur de soins s’est elargi dans les cinquante dernieres annees. 
Cependant, les neuf premiers mois de vie d’un enfant constitue une etape au cours de 
laquelle les peres sont souvent relegues a l’arriere-plan. 

Lorsqu’il est dans l’uterus, un enfant est generalement considere comme d’abord et 
avant tout du domaine de la mere. Le pere occupe frequemment un modeste role de 
soutien. II aide a l’entretien du foyer, masse parfois le dos endolori de maman, repond 
aux fringales alimentaires de cette derniere. Mais en dernier res sort, il est per^u comme 
un simple observateur. Par 
ailleurs, un nombre croissant 
de recherches revelent que 
les peres peuvent exercer une 
influence importante sur leur 
progeniture pendant la periode 
de gestation, contrairement aux 
croyances anterieures. 

En collaboration avec d’autres 
chercheurs, nous avons recem- 
ment etudie l’effet general du 
soutien d’un partenaire sur la 
reaction des femmes enceintes 
dans les moments de stress (en 
anglais). Pour ce faire, nous 
avons pose aux meres partici- 
pates une serie de questions 
dans le but d’evaluer le sou- 
tien qu’elles recevaient de leur 
conjoint/partenaire, des ques- 
tions sur la frequence, la disponibilite et l’impact de ce soutien sur leur capacite a sur- 
monter les obstacles de la vie. 

Nous avons ensuite preleve chez les meres des echantillons de salive a divers moments 
de la journee. Cette approche constituait un moyen relativement non intrusif pour 
mesurer les taux de cortisol, une hormone produite par le corps en situation de stress. 
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Pendant les prises d’echantillons, les meres etaient soumises a d’autres questions en vue 
d’evaluer leur niveau de detresse psychologique, notamment les sentiments de colere, 
d’anxiete, de depression ou de fatigue. 

Nos donnees ont revele la presence d’un lien entre le cortisol, hormone du stress, et la 
detresse psychologique. Assurement, lorsque les meres vivaient du stress, leurs echan- 
tillons contenaient des taux de cortisol plus eleves, mais seulement si leurs scores indi- 
quaient qu’elles recevaient peu de soutien de leur partenaire. Les meres qui beneficiaient 
du soutien de leur conjoint affichaient de fa^on continue de faibles taux de cortisol, 
peu importe l’etat de bouleversement dans lequel elles etaient au moment de la prise 
d’echantillon. 

Les peres ne pouvaient empecher les meres de vivre de temps a autres des etats de 
bouleversement et d’anxiete, mais leur soutien influait directement sur la fa^on dont le 
corps de leur partenaire reagissait et composait avec le sentiment d’anxiete. A premiere 
vue, cela peut sembler sans importance. Si la mere vit tout de meme des etats de stress, 
en quoi la production de quelques substances chimiques naturelles peut-elle etre impor- 
tante? Dans les faits, cela a une tres grande importance, pour le bebe. 

En doses soutenues, le cortisol peut perturber le developpement de l’architecture du 
cerveau d’un enfant. Le cerveau est comme une maison. Les etages superieurs, soit les 
capacites de raisonnement et les habiletes cognitives, ne peuvent s’eriger que si l’assise 
de la structure est solide. Or, s’il n’est pas controle, le cortisol use l’assise, ce qui peut 
provoquer un eventail de problemes psychologiques, emotionnels et meme physiques, 
dont bon nombre peuvent perdurer jusqu’a l’age adulte. 

Plus troublant encore, les mecanismes qui controlent le debit de cortisol dans le corps, 
le systeme de reaction du corps au stress, ne se developpent que quelques annees apres 
la naissance. Avant la mise en place de ce systeme, les parents doivent veiller a moduler 
eux-memes le niveau de stress de leur enfant, et papa joue un role important dans ce 
processus. 

Evidemment, les peres ne sont pas les seuls a dispenser un soutien. Notre etude 
portait particulierement sur les peres, mais nous pensons que les partenaires de 
meme sexe jouent un role identique pour ce qui est du soutien au developpement 
dans la periode prenatale. De plus, les meres, la fratrie, les parents, les amis et la 
famille elargie peuvent tous aider maman dans les moments de stress. Nous sommes 
des etres sociaux de nature et nous jouons tous, consciemment ou non, un role dans 
L education des enfants de notre collectivite. 

Lorsque nous reflechissons au soutien et a l’encadrement que notre pere nous a donne 
au fil de notre vie, un retour dans le temps, un peu plus loin que d’habitude, au-dela 
meme de notre memoire consciente, pourrait s’averer une demarche interessante. 

Nicole l^etourneau est experte-conseil a EvidenceN etwork. ca. Professeure aux facultes des sciences 
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infirmieres et de medecine de PUniversite de Calgary, elle est egalement titulaire de la chaire de la Fon- 
dation Norlien/ Hopital pour enfants de V Alberta en sante mentale des parents-enfants de la meme 
universite. 

Gerry Giesbrecht est professeur adjoint de psychologie au departement de Pediatrie a PUniversite de 
Calgary et le principal auteur de P etude publiee dans la revue Psychosomatic Medicine. 

(mai 2014) 

Une version de ce commentaire est parue dans Fe Huffington Post Quebec. 
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Why you can’t see a psychiatrist 

And why adding more psychiatrists to the mental health system may not be the answer 



r 



Paul Kurdyak and David Goldbloom 



We are talking openly about mental illnesses and addictions now more than ever — and 
that’s a good thing. Efforts to address the stigma associated with mental illnesses have 
made it easier for people who have been suffering in silence to seek help. We have wit- 
nessed this first-hand at the Centre for Addiction and Mental Health (CAMH) in To- 
ronto where we work. As a result of a campaign to raise awareness about mental illness- 
es in general, and CAMH’s services in particular, the number of people seeking help in 
both our Emergency Department and outpatient clinics has dramatically increased. 




But it’s not all good news. We continue to witness public tragedies involving untreated 
mental illness — often with 
horrible repercussions for the 
individual, their families and 
the communities where they 
live. While talk of reducing the 
stigma of mental illness seems 
to be everywhere in the media 
these days, there has been far 
less public discussion about how 
difficult it is to access services 
for mental health. 

What the anti-stigma campaigns 
gloss over is that demand for 
mental health services already 
outstrips supply — and that 
this demand, for psychiatrists in 
particular, will only grow as bar- 
riers to acknowledging mental 
illnesses diminish. The problem 
of demand has led many to con- 
clude that there are simply not enough psychiatrists, and that increasing the supply of 
psychiatrists will improve access — problem solved. Unfortunately, it’s not that simple. 



In a recent study published in Open Medicine , we explore the relationship between re- 
gional psychiatrist supply and access to care in Ontario. The idea for this project came 
from two related facts. First, there are a lot of psychiatrists in Ontario and quite a few 
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of them are concentrated in the two largest cities, Toronto and Ottawa. Second, finding 
a psychiatrist to accept new patients does not seem to be any easier in Toronto — with 
a large supply of psychiatrists and a lower patient to psychiatrist ratio — than in regions 
with far fewer psychiatrists and a higher patient to psychiatrist ratio. 

What we found, in fact, was that as the supply of psychiatrists increased, the total num- 
ber of patients that each psychiatrist saw decreased. When supply is plentiful, psychia- 
trists opt for maintaining smaller practices of patients who are seen more frequently. 
Full-time Toronto psychiatrists, on average, saw half as many outpatients and half as 
many new outpatients per year compared to psychiatrists in regions with fewer psychia- 
trists. To put this in perspective, 40 per cent of Toronto-based psychiatrists saw fewer 
than 100 unique patients per year (and 10 per cent saw fewer than 40 patients), whereas 
only 10 per cent of psychiatrists in the lowest supply regions saw fewer than 100 pa- 
tients per year. 

It’s difficult to explain why this is happening, but the current provincial fee schedule 
pays for ongoing psychotherapy with no limits on visit frequency or duration of follow- 
up, and with no definition of illness severity or complexity — so it certainly plays a role. 
Such a fee schedule permits psychiatrists to tailor their practices in a way that suits their 
preferences, but does not necessarily align with greatest public need. 

Other countries, such as the United States, Britain and Australia, have changed the 
role of the psychiatrist in their mental health systems. In these countries, psychiatrists 
provide diagnostic assessments and treatment recommendations; other mental health 
professionals such as psychologists and social workers provide psychotherapy and other 
front-line treatment. The most extreme — and contentious — example of this role 
shift is within U.S. Health Maintenance Organizations (HMOs), where psychiatrists are 
limited to rapid, high-volume psychiatric drug consultations. 

The critical question is this: In a publicly funded system, how should psychiatrists 5 roles 
be defined in order to provide as much specialist care to as many high-needs individuals 
as possible in the most cost-effective way? Because psychiatrists appear to be organized 
in a far less than systematic fashion within Ontario’s mental health system, there is a 
fairly steady level of unmet need no matter how many psychiatrists practice in a region. 

Instead of calling for more psychiatrists, we need to clarify the role of a psychiatrist in 
a publicly funded system to ensure that access to specialist care is equitable and based 
on need. Changing the fee schedule has changed the way psychiatrists practice in other 
countries, and will likely do the same in Ontario. But, defining the role of the psychia- 
trist with a view to maximizing equitable access is central to what we have observed, 
and will require input from psychiatrists, their professional bodies, and the many people 
who need their services. 

Paul Kurdyak is a psychiatrist and clinician scientist at the Centre for Addiction and Mental Health 
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(CAMH), lead of the Mental Health and Addiction Research Program at the Institute for Clinical 
Evaluative Sciences (ICES), and expert advisor with EvidenceN etwork. ca. David Goldbloom is a 
psychiatrist and senior medical advisor at CAMH and chair of the Mental Health Commission of 
Canada. 

(June 2014) 

A version of this commentary appeared in the Globe and Mail, the Huffington Post and the 
Miramichi Eeader. 
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Enjoy some digital family time together 

No negative behaviour associated with kids’ use of video games in households with strong 

parent-child bond 



r 



Nicole Letourneau and Justin Joschko 



We live in a digital age. Technology has become an integral part of how we see, learn 
about and interact with the world. From computers at the office, to televisions at home, 
to smartphones on the bus or in the grocery line, many of us spend over half of our 
waking lives in front of a screen. 

Naturally, some of us have begun to worry about the effects this may have on our men- 
tal and physical well-being, and this concern reaches a fever pitch when it comes to our 
children. A number of unsettling studies have associated excessive screen time in kids 
with numerous adverse conditions, 
including ADHD, obesity and depres- 
sion. 

But despite our fretting, technology 
isn’t going away, and simply cloister- 
ing our children from it is neither 
beneficial nor practical. To succeed in 
the modern world, children will need 
to embrace technology without being 
consumed by it. And the difference 
between these two fates lies in the 
hands of parents. 

When children interact with their 
caregivers, they foster what’s called a 
serve and return relationship — baby 
serves up a smile, mom returns it 
with one of her own. This intellectual 
give-and-take not only helps build and 
strengthen synapses — the connec- 
tions between brain cells vital to com- 
plex thought — but also mediates the production of cortisol, a stress hormone that is 
important to our survival but highly damaging in high doses. And since children’s stress 
response systems haven’t yet fully developed, toxic levels of cortisol are a real problem. 

Prolonged exposure to cortisol in childhood is linked to a number of intellectual and 
behavioural problems, many of which linger into adulthood. Tapping away in their bed- 
rooms, children may very well be experiencing a kind of happy neglect, gleefully surfing 
or gaming while their lower minds struggle to process the endless stream of informa- 
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tion pouring into them. 

But an important distinction must be made: when it comes to feeding hungry brains, 
tablets and laptops aren’t inherently toxic. A recent study found that video games can 
disrupt children’s social and academic lives but that this effect was entirely mitigated by 
a strong parent-child relationship. In households where this bond was strong, the pa- 
thologies associated with video game use — poor grades, anti-social behaviour and the 
like — simply didn’t occur. What’s more, setting restrictions on children’s video game 
habits had no significant effect on behaviours. 

While we don’t take these findings as an excuse to let children run wild with their con- 
sole of choice (nor, we presume, do the study’s authors), we do feel that they highlight 
an important and often overlooked point: technology is neither good nor bad. It’s what 
we make of it that matters. If children grow up in a loving, supportive home, a few 
hours spent playing Call of Duty isn’t going to warp their minds. 

In fact, computers, tablets and even video games can be a great way for parents and 
children to bond. So if you’re a parent, read up on your child’s favourite topics on the 
Internet. Watch TV together and talk about what you’ve seen during the commercials. 
Play Angry Birds or Draw Something or Fruit Ninja. Whatever you do, make it interac- 
tive, and make sure you and your children do it together. 

By putting aside this shared computer time, parents can give their children the chance 
to develop the full range of skills — technical and social — they’ll need to succeed 
in our digital age. Parents can also help ensure children don’t overload themselves on 
screen time and buffer the flow of stress chemicals in their overstimulated systems. 

Unsupervised use of technology becomes less of an issue as children grow, since they’ll 
develop a greater capacity for time management and an ability to moderate their own 
stress response systems. But online or off, it never hurts to spend a little more time to- 
gether. So parents are advised to pick up the tablet, plug in the computer, grab the con- 
troller and enjoy some digital family time together. 

As a parent, you might teach your kids something. And considering how quickly they 
adapt to new technology, they’ll probably teach you something, too. 

Nicole Tetourneau is an expert advisor with EvidenceNetwork.ca and a professor in the faculties of 
Nursing and Medicine. She also holds the Norlien/ Alberta Children’s Hospital Toundation Chair in 
Parent-Infant Mental Health at the University of Calgary. 

Justin Joschko is a freelance writer currently residing in Ottawa. Their co-authored book , Scientific 
Parenting, was published in 201 3 by Dundurn Press. 

(August 2014) 

A version of this commentary appeared in the Waterloo Kegion Kecord \ the Hamilton Specta- 
tor and the Victoria Times Colonist. 
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Le numerique et la vie de famille sont compatibles 

Dans les menages ou le lien parent enfant est solide, le fait que les enfants jouent a des 
jeux video a la maison n’est associe a aucun comportement negatif 



r 



Nicole Letourneau et Justin Joschko 



Nous vivons a l’ere numerique. La technologie est devenue une partie integrante de la 
fa^on dont nous voyons le monde, apprenons a le connaitre et interagissons avec lui. 
De la television a la maison, a l’ordinateur au bureau et au telephone intelligent dans 
Tautobus ou a l’epicerie, bon nombre d’entre nous passont plus de la moitie de leur 
temps eveille les yeux rives sur un ecran. 



m 



Evidemment, certains ont commence a s’inquieter des repercussions possibles de 
ce phenomene sur le bien-etre mental et physique, et cette preoccupation est portee 
a son paroxysme des qu’il 
est question des effets sur 
les enfants. Aussi un certain 
nombre d’ etudes troublantes 
ont-elles associe le fait de 
passer un temps excessif 
devant un ecran a de nombreux 
effets defavorables chez 
les enfants, dont le trouble 
d’hyperactivite avec deficit 
de 1’ attention, l’obesite et la 
depression. 

En depit de cette inquietude, 
la technologie ne va pas dispa- 
raitre, et cloitrer les enfants dans 
un environnement sans techno- 
logie n’est pas une solution : cela 
n’est ni souhaitable ni realiste. 

Pour connaitre le succes dans 
le monde moderne, les enfants 

doivent savoir utiliser la technologie sans toutefois se laisser avaler par elle, et leur sort a 
cet egard repose entre les mains de leurs parents. 
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Interagir avec les personnes qui prennent soin d’eux favorise chez les enfants le deve- 
loppement d’une relation d’interaction et de sollicitude : le bebe offre un sourire, et la 
mere lui offre son propre sourire en retour. Ce rapport intellectuel donnant-donnant n’a 
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pas simplement pour effet de developper et de renforcer les synapses — ces connexions 
neuronales essentielles a la pensee complexe — , mais a egalement une influence sur la 
production du cortisol, une hormone de stress qui joue un role important dans notre 
survie, mais qui est nuisible a forte dose. Et comme le systeme de reaction des enfants 
au stress n’est pas pleinement developpe, la presence ched eux de niveaux toxiques de 
cortisol constitue un veritable probleme. 

Une exposition prolongee au cortisol pendant l’enfance est associee a un eventail de 
problemes intellectuels et comportementaux, dont bon nombre persistent a l’age adulte. 
Tapis dans leur chambre a pianoter sur un appareil electronique, les enfants peuvent 
fort bien vivre une experience de negligence heureuse tandis qu’ils surfent ou jouent 
avec entrain et que leurs processus mentaux inferieurs traitent le dot incessant d’infor- 
mations inondant leur cerveau. 

Mais une distinction importante s’impose ici : quand il s’agit d’alimenter des cerveaux 
affames, les tablettes et les portables ne sont pas intrinsequement toxiques. Une etude 
recente a revele que les jeux video peuvent perturber la vie sociale et scolaire des en- 
fants, mais que cet effet est annihile par un lien parent enfant solide. Dans les menages 
ou un tel lien existe, les pathologies associees aux jeux video (mauvais resultats scolaires, 
comportements antisociaux, etc.) n’etaient tout simplement pas presentes. Qui plus est, 
^imposition de restrictions sur les habitudes des enfants en matiere de jeux video n’a 
pas d’effet significatif sur les comportements. 

Bien que nous ne considerions pas que ces resultats justifient qu’on laisse les enfants 
utiliser a tout va leur console de jeu preferee (pas plus que les auteurs de l’etude, presu- 
mons-nous), nous estimons qu’ils mettent en evidence un element important qui sou- 
vent est passe sous silence, a savoir que la technologie n’est ni bonne ni mauvaise. C’est 
ce qu’on en fait qui importe. Si les enfants grandissent dans un foyer aimant et bienveil- 
lant, le fait de passer quelques heures a jouer a Call of Duty ne va pas nuire a leur esprit. 

En fait, les ordinateurs, les tablettes et meme les jeux video peuvent etre un excellent 
moyen pour les parents et les enfants de se rapprocher. Si vous etes un parent, lised sur 
les sujets preferes de votre enfant sur Internet. Regarded la television avec lui et profi- 
ted des pauses publicitaires pour discuter avec lui de ce que vous vened de voir. Joued 
a Angry Birds ou a Draw Something ou encore a Fruit Ninja. Et quoi que vous choisissied, 
faites en sorte de vivre une experience interactive et assured-vous que vous et votre en- 
fant vivez cette experience ensemble. 

En prevoyant du temps a passer a l’ordinateur avec les enfants, les parents peuvent don- 
ner a ces derniers l’occasion de developper l’ensemble des competences — techniques 
et sociales — dont ils ont besoin pour connaitre le succes a notre ere numerique. Us 
peuvent aussi veiller a ce que les enfants ne passent pas un nombre excessif d’heures 
devant un ecran, et attenuer le taux d’hormones de stress dans leurs systemes surexcites. 
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L’utilisation non supervisee des outils technologiques devient un enjeu moins important 
a mesure que les enfants vieillissent, puisqu’ils deviennent plus capables de gerer leur 
temps et qu’ils acquierent la capacite de controler leurs propres systemes de reaction 
au stress. Mais que ce soit en ligne ou hors ligne, il n’y a jamais de mal a passer plus de 
temps ensemble. Les parents ont done interet a prendre leur tablette, a s’attabler a l’or- 
dinateur ou a saisir la manette et a passer du bon temps numerique en famille. 

Comme parent, vous pourriez enseigner des choses a vos enfants. Et, a voir comment 
ils s’adaptent rapidement aux nouvelles technologies, on peut parier qu’ils auront eux 
aussi des choses a vous montrer. 

Nicole Eetourneau est experte-conseil a EvidenceN etwork. ca. Professeure aux facultes des sciences 
infirmieres et de medecine de I’Universite de Calgary \ elle est egalement titulaire de la chaire de la Fon- 
dation Norlien/ Hopital pour enfants de l 'Albert a en sante mentale des parents-enfants de la meme 
universite. 

Justin Joschko est un redacteur independant residant a Ottawa. Eeur ouvrage commun , Scientific 
Parenting, a ete publie par Dundurn Press. 

(aout 2014) 

Une version de ce commentaire est parue dans Ee Huffington Post Quebec. 
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What I’ve learned after a decade of researching suicide 
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JlTENDER SAREEN 
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The death of comedian Robin Williams last month sparked a worldwide discussion 
about suicide, its underlying causes and how it might be prevented. The subject is cer- 
tain to generate more debate as people seek to understand this important health issue. 

Having spent 10 years researching the subject while working as a professor of psychia- 
try, I believe there are things we can do as a community to tackle this problem. With 
that in mind, I thought it might be helpful to reflect on what researchers have learned 
over the years about strategies for preventing suicide. 

First, it is important to understand suicide, like other medical conditions such as cancer 
and heart disease, is complex. There is no singular cause of suicide. People who attempt 
or die by suicide often have sto- 
ries of adverse childhood ex- 
periences, onset of depression, 
anxiety, substance use problems, 
loss of social support, financial 
stress, medical problems and 
impulsive/ aggressive personality 
style. Our work in First Nations 
communities has also demon- 
strated the importance of loss 
of culture, residential school 
trauma and racism as a risk for 
suicide behaviour. 

Yet, the majority of people who 
experience many of these issues 
do not die by suicide or attempt 
suicide. Why does one person 
attempt suicide while another 
person with the same stressor 
does not? This question remains unanswered. 

Generally speaking, most suicide prevention programs take a broad public-health ap- 
proach with a view to reducing everyone’s risk for suicide. 

For example, increasing awareness of suicide and the importance of getting appropriate 
treatment to reduce suicidal behaviour is an important goal of World Suicide Preven- 
tion Day. Other promising community level initiatives include positive-parenting pro- 
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grams and school-based programs such as the Good Behaviour Game, which involves 
teams of students competing for points based on how they act in class. 

Reducing access to lethal means such as firearms, pesticides, carbon monoxide and 
quantities of medications has been shown to be associated with reduced suicide. Fifteen 
years ago, the United Kingdom moved to limit acetaminophen to 28 tablets per bottle. 
Since then, there has been a reduction in overdose death related to acetaminophen in 
the U.K., without a commiserate increase in suicide with another method. In Manitoba, 
researchers are examining whether similar action may reduce the risk of suicide and un- 
intentional overdose deaths in this province. 

There is a strong adverse relationship between childhood experiences (sexual abuse, 
physical abuse) and suicidal behaviour. Thus, positive-parenting programs, and cultural- 
ly-grounded interventions to improve parent-child relationships are important. 

Families bereaved by suicide often struggle with guilt, anxiety and depression. Interven- 
tions to help families cope with family members who are struggling with suicidal behav- 
iour are required. I have always been surprised that a public health nurse comes to the 
new mother’s home to ensure that the mom and baby are doing well. But when there is 
a suicide in a family, there is no outreach to see how the family is doing after this awful 
event. We are considering pilot testing the utility of such an outreach program. 

At the individual level, the period of highest risk for suicide is during the first six 
months after the onset of a physical or mental illness. Increasing access to crisis servic- 
es and evidence-based treatments for depression, anxiety, psychosis and substance use 
disorders have shown to be associated with reductions in suicide. There is strong evi- 
dence improving primary-care physician education in the assessment and treatment of 
depression reduces suicide. Specialized mental-health teams that focus on mental-health 
problems and addictions are extremely important in suicide prevention. 

In short, there is rapid advancement in the knowledge of suicide prevention and there 
is a need for an evaluation of promising new programs for suicide prevention. 

Dr. jitender Sareen is an expert advisor with EvidenceNetwork.ca , professor of psychiatry at the Uni- 
versity of Manitoba and team leader of the Manitoba Population Mental Health Kesearch Group. 

(August 2014) 

A version of this commentary appeared in the Winnipeg Dree Press, the Hamilton Spectator 
and the Pelleville Intelligencer. 
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La prevention du suicide : un travail conjoint a I’echelle des communautes 
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Le deces du comedien Robin Williams survenu le mois dernier a declenche a l’echelle 
mondiale une discussion sur le suicide, ses causes sous-jacentes et sa prevention. 

Les debats seront done nombreux le 10 septembre, a l’occasion de la Journee mondiale 
de prevention du suicide, puisque les gens souhaitent comprendre la nature de ce pro- 
bleme touchant la sante. 

Dans le cadre de mon travail comme professeur en psychiatrie, je fais de la recherche 
sur le sujet depuis 10 ans et j’estime que la collectivite peut intervenir pour contrer ce 
fleau. Dans cette perspective, il serait utile de reflechir sur les connaissances que les 
chercheurs ont acquises au cours des annees en matiere de strategies de prevention du 
suicide. 

D’abord, il importe de com- 
prendre le fait que le suicide, 
tout comme d’autres problemes 
de sante tels le cancer ou les 
maladies du cceur, est une affaire 
complexe. Il n’est pas cause par 
un seul facteur. Les gens qui 
tentent de se suicider ou qui en 
meurent ont souvent vecu des 
experiences douloureuses pen- 
dant Tenfance, des depressions, 
de l’anxiete, des problemes de 
toxicomanie, la perte de soutien 
social, des difficultes financieres, 
des problemes de sante, des 
troubles d’impulsivite/ d’agres- 
sivite. Le travail que nous avons 
fait au sein des communautes 
des Premieres Nations a egalement demontre que la perte de culture, les traumatismes 
lies aux pensionnats et le racisme augmentent le risque de comportements suicidaires. 

Toutefois, la plupart des gens qui ont vecu plusieurs de ces problematiques ne tentent 
pas de se suicider ou ne meurent pas par suicide. Pourquoi une personne tente de se 
suicider alors qu’une autre qui est aux prises avec les memes facteurs de stress ne pose 
pas ce geste ? La question demeure sans reponse. 
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En general, la plupart des programmes de prevention du suicide adoptent une approche 
de sante publique globale, l’intention etant de cibler l’ensemble de la population. 

Par exemple, la Journee mondiale de prevention du suicide a pour principal objectif de 
sensibiliser les gens a la question du suicide et a l’importance d’obtenir des soins ade- 
quats pour reduire les comportements suicidaires. D’autres initiatives communautaires 
misent sur des programmes de parentalite responsable et des programmes de sensibili- 
sation dans les ecoles, comme le jeu des bons comportements selon lequel des equipes 
d’ecoliers rivalisent pour obtenir des points octroyes en fonction de leurs comporte- 
ments en classe. 

11 a ete demontre que la reduction de l’acces a des moyens pouvant donner la mort, 
comme les armes a feu, les pesticides, le monoxyde de carbone et de grandes quantites 
de medicaments, a reduit le taux de suicide. 11 y a quinze ans, le Royaume-Uni a legifere 
pour limiter a 28 le nombre de comprimes d’acetaminophene contenu dans une bou- 
teille. Depuis, le taux de deces causes par une surdose d’acetaminophene au Royaume- 
Uni a diminue, sans pour autant que le taux de suicide par d’autres moyens n’ait aug- 
ments. Au Manitoba, des chercheurs evaluent si une telle mesure reduirait le risque de 
suicide et de deces par surdose involontaire dans la province. 

11 existe assurement un lien entre des experiences nefastes vecues dans l’enfance (agres- 
sions sexuelles et physiques) et les comportements suicidaires. Les programmes de pa- 
rentalite responsable et les interventions culturellement adaptees visant a ameliorer les 
liens entre parents et enfants ont done leur place. 

Les families endeuillees par le suicide sont souvent aux prises avec des sentiments de 
culpabilite, d’anxiete et de depression. Dans le cas des families dont l’un des membres a 
des comportements suicidaires, des interventions s’averent necessaires. 

J’ai toujours ete etonne de voir que les infirmieres en sante publique visitent les nou- 
velles mamans a leur domicile pour s’assurer qu’elles et leur bebe se portent bien. Par 
ailleurs, lorsqu’une famille est frappee par le suicide, aucun soutien ne lui est propose 
pour l’accompagner a la suite du drame. Nous envisageons done la possibility de creer 
un projet-pilote pour evaluer la pertinence d’un programme d’approche. 

Un individu atteint d’un trouble physique ou mental risque davantage de se suicider 
pendant les premiers six mois de la maladie. 11 a ete demontre qu’une amelioration de 
l’acces a des services de crise et a des traitements fondes sur des donnees probantes 
pour contrer la depression, l’anxiete, la psychose et les troubles de consommation de 
substances a un effet sur la diminution des taux de suicide. Des donnees probantes 
et fiables demontrent aussi que l’amelioration de la formation donnee aux medecins 
de premier recours portant sur devaluation et le traitement de la depression reduit le 
nombre de suicides. Les equipes specialisees en sante mentale qui se concentrent sur les 
problemes de sante mentale et les dependances jouent un role tres important dans la 
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prevention du suicide. 

Bref, nous acquerons de plus en plus de connaissances dans le domaine de la preven- 
tion du suicide. 11 nous faut maintenant proceder a une evaluation des nouveaux pro- 
grammes prometteurs. 

Le Dr jitender Sareen est conseiller-expert associe au reseau EvidenceN etwork. ca, professeur en psy- 
chiatrie a PUniversite du Manitoba et chef d’equipe pour le Manitoba Population Mental Health 
Research Group [groupe de recherche du Manitoba en matiere de sante mentale ]. 

(aout 2014) 

Une version de ce commentaire est parue dans Le Huffington Post Quebec. 
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Media coverage of youth suicide linked to increased emergency 
room visits for mental health distress 

Outreach efforts following high profile suicides can save lives 



c 



Stephanie L. Leon and mario cappelli 



0 



In the last few years, two high profile youth suicides in the Ottawa region garnered tre- 
mendous media attention and, as a new study suggests, resulted in increased emergency 
room visits by youth for mental health distress. 

First was the suicide of Daron Richardson in 2010, the daughter of Ottawa Senators 
assistant coach and NHL player, Luke Richardson. Many friends, her own hockey team- 
mates and family members were interviewed by the media and her memorial received 
extensive media coverage. School friends launched the Do It for Daron challenge, 
which became the well-known DIFD 
Foundation — a youth-driven initia- 
tive focused on raising awareness 
about youth mental health. 

The community was then hit with 
another tragedy: Jamie Hubley, son of 
Ottawa city councillor Allan Hubley, 
died by suicide in 2011. His death also 
received extensive media coverage and 
his parents openly discussed his sui- 
cide with the media. 



r 



What was the impact of such pro- 
nounced media attention? 




SIMPLYTALKING ABOUT 
SUICIDE DOES NOT CAUSE 
SUICIDE -BUT ACCESSING 
TIMELY MENTAL HEALTH 
SUPPORTS AND RESOURCES 
CAN BE LIFE SAVING. 

Stephanie L Leon, Ph*D. candidate, Clinical 
Psychology, University of Ottawa and 
Dr, Mario Cappelli, Director of Psychiatric 
and Mental Health Research at CHEO and 
Clinical and Adjunct Professor, Psychology 
and Psychiatry, University of Ottawa 



Our recent study published in Health- 
care Volley looked at the number of 
youths visiting the emergency room 
14, 28 and 90 days following these 
two highly publicized suicides. The 
study was completed at the Children’s 

Hospital of Eastern Ontario (CHEO) Research Institute in Ottawa, and investigated 
6,700 youth visits to the emergency room between 2007 and 2012. We found that there 
was a significant increase in the number of mental health visits to the local pediatric 
emergency department (CHEO) 28 and 90 days after Daron and Jamie’s suicides com- 
pared to the same time in previous years. 

But what at first sounds like an alarming link may serve as an important positive lesson. 
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While our study found that there was a significant increase in the number mental health 
visits to the local pediatric emergency department following these two publicized sui- 
cides, we found no differences in terms of the severity of mental health symptoms or 
suicidal status of the visits. This suggests that the media attention may have created 
a higher awareness of mental health issues in the community but not more suicidal 
thoughts. 

In other words, the right kind of media attention may actually play a positive role in 
increasing mental health awareness and help-seeking behaviour. 

Two phenomena are frequently used to describe the association between suicidal be- 
haviour and media exposure: the Werther effect and the Papageno effect. The Werther 
effect has been well established by research and describes the increase of suicides fol- 
lowing media attention of a suicide. Suicide clusters are more frequent in teens and 
young adults and suicide risk increases with the number of shared characteristics with 
the victim, as well as the popularity of the suicide victim. 

For this reason, numerous countries have voluntary reporting guidelines to decrease 
the potentially negative effect of media attention surrounding suicides. In Canada, the 
guidelines urge the media to avoid perpetuating the myth that suicide is unexplainable, 
identification with the victim through the use of pictures, descriptions of method and 
location, front page coverage and sensational headlines. 

Conversely, the Papageno effect occurs when the media has a suicide-preventing influ- 
ence. For example, one study determined that the suicide of Kurt Cobain, lead singer 
and guitarist of Nirvana, did not yield the expected Werther effect. On the contrary, the 
number of suicides one week following Cobain’s death decreased compared to the same 
week in the year prior and the year following. Some have hypothesized this was because 
crisis community outreach interventions were put in place immediately, and the media 
coverage focused on providing contact details for crisis centres. 

Other studies have shown that news blackouts, reductions in the quantity of reporting 
on suicide and improvements in the quality of media coverage are successful in pre- 
venting spikes in suicides. 

So what can we learn from these important examples? 

Media reporting of suicide does not necessarily have negative consequences — it all 
depends on the quality of the coverage. Media reports of Richardson and Hubley’s 
suicides were, on the whole, careful, thoughtful and accompanied by a list of resources 
where youth in distress could get help. Those interviewed provided important suicide 
prevention information to families and educators — what signs to look for, where to go 
and what to do and how to get help. 

It may also be important for communities to put in place immediate outreach interven- 
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tions for mental health crisis support following news coverage of youth suicides. Simply 
talking about suicide does not cause suicide — but accessing timely mental health sup- 
ports and resources can be life-saving. 

Stephanie E. Leon is a Pb.D. student in clinical psychology at the University of Ottawa and she is 
completing her doctoral thesis at the CHEO’s Research Institute. Dr. Mario Cappelli is the director 
of psychiatric and mental health research at CHEO \ Chair of the Research Action Committee of the 
Ottawa Community Suicide Prevention Network and a Clinical and Adjunct Professor in Psychology 
and Psychiatry at the University of Ottawa. They are both advisors to EvidenceNetwork.ca. 

(October 2014) 

A version of this commentary appeared in the Globe and Mail, the Waterloo Region Record 
and the Huffington Post. 
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Un lien est etabli entre la couverture mediatique du suicide chez les jeunes 
et le nombre de visites a I’urgence pour des troubles de sante mentale 

Le deployment d’ efforts de sensibilisation a la suite de suicides tres mediatises peut sauver des vies 



r 



Stephanie L. Leon and mario cappelli 



Au cours des dernieres annees, deux suicides de jeunes dans la region d’Ottawa ont sus- 
cite beaucoup d’attention de la part des medias, ce qui a provoque, selon une nouvelle 
etude, une augmentation du nombre de jeunes qui se rendent aux urgences pour des 
troubles de sante mentale. 



r 



II y a eu d’abord le suicide de Daron Richardson en 2010, la fille de l’entraineur-adjoint 
des Senateurs d’Ottawa et joueur de la LNH Luke Richardson. Les medias ont inter- 
viewe nombre de ses amis, les 
membres de son equipe de hoc- 
key et les membres de sa famille, 
et sa ceremonie commemorative 
a ete grandement couverte par 
les medias. Ses amis d’ecole ont 
lance le defi Do It for Daron 
[Faites-le pour Daron], qui est 
devenu la fondation DIFD, une 
initiative bien connue et menee 
par des jeunes qui a pour man- 
dat de sensibiliser la population 
sur la question de la sante men- 
tale chez les jeunes. 




LE SIMPLE FAIT DE PARLER 
DE SUICIDE N'ENTRAlNE PAS 
NECESSAIREMENT D'AUTRES 
SUICIDES. PAR CONTRE, UN 
ACCESEN TEMPS 0PP0RTUN 
A DU S0UT1EN ETA DES 
RESSOURCESEN SANTE MENTALE 
PEUT SAUVER DES VIES. 

Step hank L. Leon, doctorante en psychologic 
ditiique a riiniversite d'Ottawa. Dr Mario Cappelli, 
directs ur de h recherche en psychiatric et saite 
mentale au CHEQ, president du comite de recherche- 
action du Reseaucommunautairede prevention 
du suicide d Ottawa, et professeur aux ilia ire 
dinique en psychologie et psych iatrie 
a IUn iversite d'Dttawa . 



Puis, une autre tragedie a frap- 
pe cette communaute. Jamie 
Hubley, le fils d’Allan Hubley, 
conseiller municipal a la Ville 
d’Ottawa, s’est suicide en 2011. Sa mort a aussi fait l’objet d’une importante couverture 
mediatique et ses parents ont ouvertement parle de son suicide avec les journalistes. 



Quel a ete l’impact de cette intense attention mediatique? 
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Notre etude, recemment publiee dans la revue Volitiques de sante , porte sur le nombre 
de jeunes qui se sont rendus a l’urgence dans les 14, 28 et 90 jours suivant ces suicides 
fortement mediatises. L’etude, menee a l’Institut de recherche du Centre hospitalier 
pour enfants de best de l’Ontario (CHEO) a Ottawa, s’est penchee sur les 6700 cas de 
jeunes qui ont consulte a l’urgence entre 2007 et 2012. Nous avons releve une augmen- 
tation importante du nombre de visites a l’urgence pediatrique locale (CHEO) pour des 
troubles de sante mentale, dans les 28 et 90 jours qui ont suivi les suicides de Daron et 
Jamie, comparativement aux memes dates dans les annees precedentes. 



Cependant, ce lien, qui semble, de prime abord inquietant, peut indiquer une tendance 
positive. 

Bien que notre etude ait constate une importante hausse du taux de visites a l’urgence 
pediatrique locale pour des troubles de sante mentale a la suite de ces deux suicides 
mediatises, nous n’avons observe aucune difference quant a la gravite des symptomes 
de maladie mentale ou des tendances suicidaires dans le cadre de ces consultations. Ceci 
suggere que l’attention mediatique a peut-etre mis en lumiere les problematiques de 
sante mentale au sein de la communaute sans pour autant que les jeunes ne pensent da- 
vantage au suicide. 

En d’autres termes, une couverture mediatique appropriee peut en fait jouer un role 
positif. Elle peut contribuer a sensibiliser la population en matiere de sante mentale et 
favoriser la capacite de demander de l’aide. 

Le lien entre les comportements suicidaires et la couverture mediatique est souvent 
associe a deux concepts : l’effet Werther et l’effet Papageno. L’effet Werther, dont l’exis- 
tence a ete bien etablie par la recherche, decrit l’augmentation du taux de suicides a la 
suite de la mediatisation d’une telle tragedie. Les epidemies de suicides sont plus fre- 
quentes chez les adolescents et les jeunes adultes et le risque de suicide augmente selon 
le nombre de caracteristiques communes avec la victime ainsi que la renommee de cette 
derniere. 

C’est la raison pour laquelle nombre de pays se sont dotes de lignes directrices volon- 
taires en matiere de signalement afin de diminuer les possibles effets negatifs decoulant 
de l’attention mediatique a la suite de suicides. Au Canada, les lignes directrices invitent 
fortement les medias a ne pas perpetuer le mythe selon lequel le suicide serait inexpli- 
cable, de favoriser un sentiment d’identification avec la victime par la voie de photos, de 
descriptions du moyen utilise et des lieux, de diffuser l’information en premiere page, et 
d’afficher des titres a sensation. 

A l’inverse, l’effet Papageno se manifeste lorsque la mediatisation d’un suicide 
a un effet de prevention sur le nombre de suicides subsequents. Par exemple, 
une etude indique que le suicide de Kurt Cobain, chanteur principal et guitariste 
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du groupe Nirvana, n’a pas produit l’effet Werther attendu. Bien au contraire, 
le taux de suicides dans la semaine qui a suivi la mort de M. Cobain a diminue, 
comparativement au taux de suicides recenses a la meme periode dans les annees 
qui ont precede et suivi le suicide. Certains ont emis l’hypothese selon laquelle les 
ressources de crises immediatement mises en place a 1’ intention de la population 
et la couverture mediatique incluant de 1’ information sur les centres de crise avec 
lesquels les jeunes pouvaient communiquer auraient ete cle. 

D’autres etudes ont demontre que les embargos sur certaines nouvelles, la diminution 
du nombre de reportages portant sur le suicide et une amelioration de la qualite de la 
couverture mediatique contribuent a prevenir les epidemies de suicides. 

Done, quelle conclusion pouvons-nous tirer de ces excellents exemples? 

La mediatisation des suicides n’entraine pas necessairement des effets negatifs. La qua- 
lite de la couverture a assurement un impact. Les reportages portant sur le suicide de 
Daron et de Jamie ont ete faits, dans l’ensemble, avec delicatesse et de fa^on intelligente. 
Us etaient aussi accompagnes d’une liste de ressources auxquelles les jeunes en detresse 
pouvaient s’adresser pour obtenir de l’aide. Les parents ont coopere et etaient engages 
et les personnes qui ont ete questionnees ont offert de Information pertinente sur la 
prevention du suicide a l’intention des families et des enseignants, notamment les signes 
avant-coureurs, les ressources a contacter, les gestes a poser et l’aide a apporter. 

Lorsque les medias rapportent le suicide d’un jeune, ce serait aussi important pour les 
communautes de mettre en place des ressources d’intervention d’urgence pour assurer 
la prestation d’un soutien aux jeunes qui sont aux prises de troubles de sante mentale. 

Le simple fait de parler de suicide n’entraine pas necessairement d’autres suicides. Par 
contre, un acces en temps opportun a du soutien et a des ressources en sante mentale 
peut sauver des vies. 

Stephanie E. Leon est doctorante en psychologie clinique a riJniversite d’ Ottawa. Elle paracheve pre- 
sentement son doctorat a Plnstitut de recherche du CHEO. Ee Dr Mario Cappelli est directeur de la 
recherche en psychiatrie et sante mentale au CHEO \ president du comite de recherche-action du Keseau 
communautaire de prevention du suicide d’Ottawa, et professeur auxiliaire clinique en psychologie 
et psychiatrie a riJniversite d’Ottawa. Lous deux agissent a titre de conseillers aupres dEvidence- 
Network.ca. 

(Octobre 2014) 

Une version de ce commentaire est parue dans Le Huffington Post Quebec. 
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Chapter 8: Comparing Canadian and American Health Systems 



Canada fares better than the U.S. on value for health care dollars 
— but lags behind other developed nations 



r 



Jody Heymann and Douglas Barthold 



Here’s a fact most Canadians probably don’t know: Canadians live longer than people in 
the United States. Specifically, women in Canada live an average of 83 years, compared 
to 80 in the United States; men live over 78 years on average compared to 75 in the 
United States. Why is this the case? There are clear links between mortality rates and the 
way countries invest in health care and improving social conditions. 



This week we published a study in the American Journal of Public Health on the efficiency 
of health care systems at extending lives over the past two decades — and it’s good 
news for Canadians. For every additional $100 spent on health care in Canada, life ex- 
pectancy was extended by nearly 
two months. The same expen- 
ditures were only associated 
with less than half a month of 
increased life expectancy in the 
United States. 



POVERTY RATES IN 



IBM* 

K / 



The study assessed the gains 
in life expectancy from health 
spending in 27 countries, as well 
as across genders within each 
nation. After controlling for 
economic development, social 
expenditures and behaviour, we 
found significant differences in 
international levels of efficiency. 

Canada ranked eighth of 27 
countries, while the U.S. came in 
at 22nd. 

We actually know quite a lot 
about what makes Canadian 

health policy so effective. Population health approaches to improving social conditions, 
as well as public health prevention and health promotion measures taken across the 
country, have helped to reduce both chronic disease and acute illness. 



CANADA, WHILE LOWER 
THAN THE U.S., HAVE 
BEEN ON THE RISE 
-AND POVERTY IS 
ONE OF THE LEADING 
DETERMINANTS OF 
POOR HEALTH. 

Dr. Jody Heymann, Dean of the UCLA 
Fielding School of Public Health 




In other words, it’s not only how much money is spent, but how the money is spent 
that matters. And it’s not only spending on health care that makes a large difference to 
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health outcomes. In our study, a country’s social investments contributed to significant 
increases in longevity. 

Findings from a global review of research conducted by the World Health Organiza- 
tion underscore the importance of social determinants of health, demonstrating how 
social conditions — from access to education and income, to improved early childhood 
care and good working conditions — have a powerful effect on our health. Fortunately, 
federal, provincial and territorial policy-makers across Canada have invested in much of 
what matters — from a social safety net to early childhood care, from parental leave to 
affordable university education. 

So the Canadian portrait compares favourably to the American, but how does our 
health care investment compare to other developed nations in the study? Here, Canada 
falls short. 

While Canada’s life expectancy improvements have been far greater than that of the 
United States for the dollars invested, it has done only half as well as Germany. Other 
countries that performed more efficiently than Canada also include Switzerland, Italy, 
Austria, New Zealand, Denmark and France. 

The efficiency differences could stem from a number of sources, and learning more 
about the characteristics that define the strongest performers is necessary to improve 
our own system. How much does it have to do with health care providers, their training 
and the incentives placed on them? How much does it have to do with patients, their 
access to and the price they pay for care? And how much does it have to do with the 
structure of the delivery system? Studying the best performers may offer us important 
lessons in medical care delivery. 

Beyond medical care, we need to address further how social conditions shape health. 
The countries outperforming us make effective social investments to promote health 
and well-being among children and adults alike. Just to name two: they provide job 
protected paid leave from work to meet health needs, and overwhelmingly, they ensure 
children receive early childhood education. 

While Canada is far ahead of the U.S. in measures to promote population health, this 
work remains uneven and lags behind many competitors. Some provinces, like Quebec, 
have invested heavily in universal access to early childhood care while others provinces 
have done very little on this front. The same can be said for basic working conditions 
like job protected sick leave, which remains spotty across the country. Affordable hous- 
ing has become scarce in most of Canada’s urban centres. 

Poverty rates in Canada, while lower than the U.S., have been on the rise — and poverty 
is one of the leading determinants of poor health. 

If Canadians are going to continue to increase life expectancy, we’ll need to invest in 
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preventing disease and promoting health, while ensuring that we learn the most efficient 
ways to spend health care dollars for those who do become sick. 

Jody Heymann is an expert advisor with EvidenceNetwork.ca and dean of the UCLA Yielding 
School of Public Health . Prior to this, Heymann held a Canada Kesearch Chair in Global Health 
and Social Policy at McGill University. Douglas Barthold is a doctoral candidate in economics, and a 
doctoral fellow at McGill University's Institute for Health and Social Policy . 

(December 2013) 

A version of this commentary appeared in the Globe and Mail, the New Brunswick Tele- 
graph Journal and the Guelph Mercury. 
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Le Canada affiche un meilleur rendement que les Etats Unis au 
chapitre du rendement des sommes investies dans la sante, mais 
inferieur a celui d’autres pays developpes 



Jody Heymann et Douglas Barthold 



Void un fait que nous ignorons pour la plupart : les Canadiens vivent plus vieux que les 
Americains. Au Canada, l’age moyen des femmes est de 83 ans, compare a 80 ans aux 
Etats-Unis; celui des hommes est de 78 ans, compare a 75 ans la-bas. Pourquoi? L’ex- 
plication reside dans le lien clair entre le taux de mortalite et la fa^on d’investir dans les 
soins de sante et l’amelioration des conditions sociales. 

Recemment, nous avons publie une etude dans V American Journal of Public Health sur 
Tefficacite des systemes de sante en rapport avec l’esperance de vie, couvrant les deux 
dernieres decennies. Et les nou- 
velles sont excellentes pour les 
Canadiens et les Quebecois. 

Chaque tranche supplemental 
de cent dollars investie dans la 
sante au Canada se traduit par 
un prolongement de pres de 
deux mois de l’esperance de vie. 

Aux Etats-Unis, le meme mon- 
tant la prolonge d’a peine deux 
semaines. 

Nous avons analyse la progres- 
sion de l’esperance de vie en 
fonction des depenses de sante 
dans 27 pays et en comparant 
les sexes dans chacun d’eux. 

Apres avoir controle pour les 
variables du developpement 
economique, des depenses so- 
ciales et du comportement, nous 
avons constate des ecarts importants entre les pays sur le plan de l’efficience. Le Canada 
s’est classe huitieme, alors que les Etats-Unis arrivent au 22e rang. 

Dans les faits, nous avons une tres bonne idee des raisons pour lesquelles les politiques 
de sante sont si efficaces au Canada et au Quebec. Jumelees a des mesures de preven- 
tion et de promotion de la sante, les approches preconisees en sante de la population, 
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qui visent une amelioration des conditions sociales, ont contribue a reduire les maladies 
chroniques et les maladies aigues. 

Autrement dit, ce n’est pas seulement le montant qui compte, mais aussi la fa^on dont 
on investit celui-ci. De plus, les depenses de sante ne sont pas l’unique facteur qui a une 
incidence notable sur les resultats de sante. Nous avons constate que les investissements 
sociaux d’un pays contribuaient eux aussi a une progression importante de la longevite. 

Les conclusions d’une synthese de la recherche publiee par ^Organisation mondiale de 
la Sante confirment le role important des determinants de la sante. Elies demontrent 
que les conditions sociales (l’acces a l’education, le revenu, l’amelioration des soins a la 
petite enfance et celle des conditions de travail) ont une forte incidence sur notre etat 
de sante. Par bonheur, les decisionnaires du federal, des provinces et des territoires ont 
souvent investi la ou 9a compte : du filet social aux services destines a la petite enfance, 
du conge parental a faeces aux etudes universitaires a un cout abordable. 

Ainsi, le Canada et le Quebec sont en bonne posture par rapport aux Etats-Unis, mais 
si on les compare aux autres pays developpes analyses dans notre etude, qu’en est-il? Le 
tableau n’est pas aussi favorable. 

Meme si la progression de l’esperance de vie est beaucoup plus rapide au Canada qu’aux 
Etats-Unis relativement aux montants investis, elle n’est que la moitie de celle qu’affiche 
l’Allemagne. Parmi les autres pays dont l’efficience est superieure a celle du Canada, on 
trouve la Suisse, l’ltalie, l’Autriche, la Nouvelle-Zelande, le Danemark et la France. 

Ces ecarts sur le plan de l’efficience pourraient s’expliquer par differents facteurs. Pour 
ameliorer notre propre systeme de sante, il sera necessaire d’en savoir davantage sur les 
caracteristiques des pays ou le rendement est superieur. Quel poids faut-il accorder aux 
prestataires de soins, a la formation et aux mesures incitatives? Aux patients, a l’acces 
aux soins et au prix qu’ils paient pour les recevoir? A l’organisation du systeme de pres- 
tation des soins medicaux? L’etude des meilleurs bilans pourrait nous offrir des lemons 
essentielles a cet egard. 

Au-dela de la seule question des soins medicaux, il faudrait aussi mieux cerner en quoi 
les facteurs sociaux conditionnent l’etat de sante. Les pays mieux classes que le notre 
consentent des investissements sociaux dans la promotion de la sante et du bien-etre 
chez les enfants comme chez les adultes. Pour n’en relever que deux : des conges payes 
avec garantie de retour au travail pour s’occuper des besoins en matiere de sante et, 
dans la grande majorite des cas, un programme universel d’education de la petite en- 
fance. 

Meme si le Canada devance les Etats-Unis au chapitre des mesures de promotion de la 
sante, son intervention est inegale et accuse du retard par rapport a un grand nombre 
de ses concurrents. Certaines provinces comme le Quebec ont investi massivement 
dans l’acces universel aux services destines a la petite enfance, alors que d’autres n’ont 
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presque rien mis en place. On peut en dire autant de mesures elementaires comme le 
conge de maladie avec garantie de retour au travail, qui varient d’une province a l’autre. 
Enfin, les logements abordables sont devenus une denree rare dans la plupart des 
centres urbains du pays. 

Le taux de pauvrete augmente au Canada et au Quebec, meme s’il reste inferieur a celui 
des Etats-Unis. La pauvrete, on le sait, est l’un des principaux determinants en matiere 
de sante. 

Si nous voulons que l’esperance de vie continue de progresser au Canada et au Quebec, 
il faudra investir dans la prevention de la maladie et la promotion de la sante, tout en 
cherchant a connaitre les moyens les plus efficaces de depenser les sommes que nous 
consacrons aux personnes qui tombent malades. 

Doyenne de la UCLA Yielding School of Public Healths Jody Heymann est experte-conseil aupres 
d’EvidenceNetmrk.ca. Elle a dirige une Chaire de recherche du Canada sur la sante et les politiques 
sociales dans le monde a PUniversite McGill Douglas Barthold est doctorant en economie et boursier a 
Plnstitut des politiques sociales et de la sante de PUniversite McGill 

(decembre 2013) 

Une version de ce commentaire est parue dans Le Huffington Post Quebec et LMuf journal. 
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David Dodge on why health care costs so much 



Trudy Lieberman 



We know that the U.S. has the most expensive health care in the world. But beyond not- 
ing that dubious achievement, we seldom ask why. On my recent visit to Canada as a 
Fulbright scholar, I stopped by to pose that question to one of their leading health care 
experts, David Dodge, an economist who has served as federal deputy health minister 
and seven terms as governor of the Bank of Canada. 

Right away he focused on the health care cost dilemma facing both our countries. 
“Medical technology is fascinating in that it is like consumer electronics in generating 
new products at a prodigious rate,” he said. “We’re on the verge of another burst of 
new products when we learn how to use genetic data.” It will change medicine, Dodge 
said, and will be a “quantum 
leap” into the unknown in the 
next quarter of a century, both 
medically and financially. 

Nonetheless, Dodge quickly 
drew a distinction between 
medical technology and con- 
sumer electronics. While the 
health care industry continues 
to pump out new products, they 
cost more than the old ones, but 
the price of the old technology 
doesn’t come down as it has 
with consumer electronics like 
computers and television sets. 

“Why hasn’t the price of cata- 
ract surgery fallen by 90 per cent 
with the introduction of new 
laser techniques?” Dodge asked. 

“The price has fallen a little, but 

not much. You used to be in the hospital two weeks for the surgery. Now it takes 10 
minutes.” 

Dodge threw out a possible explanation: “Perhaps something is wrong with the eco- 
nomic mechanism.” The market doesn’t seem to work. Maybe health care is different 
from other goods and services. He brought up another example: In Canada, geriatri- 
cians are the lowest paid medical specialists and yet there is enormous demand for 
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them, he explained. If the normal forces of supply and demand were working, high 
demand might raise the price for their services. That’s the explanation the oil industry 
gives when gas prices rise. 

Our conversation that day in Ottawa didn’t produce definite answers. Dodge speculated 
that maybe health care markets don’t work because patients usually don’t feel the pain 
of paying their bills directly. In Canada, provincial governments pay them. In the U.S., 
Medicare, Medicaid, or employer-based health insurance pay most Americans’ medical 
bills. 

He also suggested that self-regulation of the medical professions in both countries 
might partly account for the lopsided supply and demand equation when it comes to 
physician payments. “Governments understandably don’t want to take on the self-reg- 
ulatory aspects of the professions,” Dodge told me. In other words, they don’t want to 
interfere too much with the prices professionals charge. In Canada, as in the U.S., most 
doctors receive fee-for-service payments. In Canada, though, the government may ne- 
gotiate more forcefully with professional associations. 

Patients are also somewhat to blame for the cost conundrum. Dodge noted that most 
people want to be treated by doctors rather than lower-cost nurse practitioners; when 
something is wrong they want to talk to doctors directly rather than someone else, even 
if that person can manage their care just as well. 

And most people want the new (pricey) technology that promises the latest and greatest 
cures. My conversation with Dodge reminded me of the news in early December when 
the FDA approved a new drug for hepatitis C, a disease that’s hard to treat and plagues 
some 170 million people worldwide. A three-month regimen of the drug Sofosbuvir 
carries a price tag of $84,000. That’s $1,000 a pill. 

Last week, NPR explored the high cost of that drug and questioned why it was so ex- 
pensive given the huge market and likelihood that the drug maker would quickly recoup 
its initial investment. When NPR correspondent Richard Knox noted that experts sug- 
gested the price could be lower, a vice president for the drug company replied, “That’s 
very unlikely we would do that.” In other words, the drug maker simply didn’t want to 
lower its price. 

Those high health care costs? Something besides market forces is at work. 

Trudy Ueberman* a journalist for more than 40 years, is an adjunct associate professor of public 
health at Hunter College in New York City. She is a long-time contributor to the Columbia journal- 
ism Review and blogs for its website, CJRorg. As a William Ziff Yellow at the Center for Advancing 
Health, she contributes regularly to the Prepared Patient Blog and EvidenceNetwork.ca. 

This article first appeared on the Prepared Patient Blog at fah.org 

(January 2014) 

A version of this commentary appeared in the Winnipeg Tree Press , the Huffington Post 
and the Windsor Star. 
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Entretien avec David Dodge sur le cout eleve des soins de sante 



Trudy Lieberman 



On sait que les Etats-Unis possedent le systeme de sante le plus couteux au monde. 
Apres avoir releve cet accomplissement douteux, on se demande rarement pourquoi il 
en est ainsi. Lors d’une visite recente au Canada a titre de boursiere Fulbright, j’ai rendu 
visite a David Dodge, l’un des grands specialistes des questions de sante dans ce pays, 
afin d’en parler avec lui. Economiste de formation, il a occupe le poste de sous ministre 
de la Sante et rempli sept mandats a titre de gouverneur de la Banque du Canada. 

David Dodge a tout de suite aborde le sujet du dilemme que posent les couts de la san- 
te pour nos deux pays. « Le secteur de la technologie medicale est fascinant, en ce sens 
qu’il peut, tout comme celui de l’electronique grand public, creer de nouveaux produits 
a un rythme prodigieux. A partir 
du moment ou nous saurons 
comment utiliser les donnees ge- 
netiques, une multitude de nou- 
veaux produits vont apparaitre. 

» Selon lui, cette evolution va 
transformer la medecine et nous 
propulser au cours du prochain 
quart de siecle vers l’inconnu, 
tant sur le plan medical que fi- 
nancier. 

David Dodge s’est neanmoins 
empresse d’etablir une distinc- 
tion entre technologie medicale 
et electronique grand public. A 
la difference des appareils elec- 
troniques comme les ordinateurs 
et les televisions, les nouveaux 
produits que continue a pondre 
le secteur biomedical coutent 
plus cher que les precedents; or le prix des anciens produits ne baisse pas. « Pourquoi, 
depuis ^introduction des nouvelles techniques laser, n’a-t-on pas vu le prix des chirur- 
gies de la cataracte diminuer de 90 pour cent? », se questionne-t-il. « Leur cout a baisse 
legerement, mais si peu. Autrefois, il fallait sejourner deux semaines a l’hopital pour su- 
bir cette intervention, alors qu’aujourd’hui, elle dure une dizaine de minutes. » 
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Parmi les explications possibles : « Le mecanisme economique fait peut-etre defaut. » 

Le marche ne semble pas fonctionner comme il le devrait. II est possible que les soins 
de sante appartiennent a une autre categorie que les biens et services habituels. Voici un 
exemple : au Canada, les geriatres sont les medecins specialistes les moins bien payes, 
alors que la demande est enorme, fait observer David Dodge. Si les forces normales de 
l’offre et de la demande etaient a l’ceuvre, cette forte demande aurait un effet a la hausse 
sur le cout des services. C’est du moins Texplication que donne Industrie du petrole 
lorsque les prix montent. 

Ce jour-la a Ottawa, notre entretien n’a pas abouti a des reponses definitives. David 
Dodge a avance l’hypothese que le probleme des marches de la sante reside peut-etre 
dans le fait que les patients n’ont pas a payer la note directement. Au Canada, ce sont 
les gouvernements provinciaux qui l’acquittent. Aux Etats-Unis, les frais medicaux sont 
payes en majorite par Medicare, Medicaid ou le regime d’assurance-maladie offert par 
l’employeur. 

L’autoreglementation des professions medicales dans les deux pays pourrait aussi expli- 
quer le desequilibre de l’offre et de la demande en ce qui touche les honoraires des me- 
decins. « On peut comprendre que les gouvernements ne veulent pas prendre en charge 
les aspects relatifs a l’autoreglementation », de dire David Dodge. En d’autres termes, 
on ne veut pas trop s’immiscer dans la question des honoraires fixes par ces profes- 
sionals. Au Canada, tout comme aux Etats Unis, la plupart des medecins sont payes a 
facte. Le gouvernement canadien, par contre, a le pouvoir de negocier plus fermement 
avec les associations professionnelles. 

Les patients ont eux aussi une part de responsabilite dans ce casse-tete. David Dodge 
fait observer qu’une majorite de gens preferent etre traites par un medecin plutot que 
par une infirmiere praticienne. Us veulent acceder directement au medecin, plutot qu’a 
un autre intervenant, meme si celui-ci est tout aussi qualifie pour leur prodiguer les 
soins dont ils ont besoin. 

Par ailleurs, la plupart des gens desirent acceder aux nouvelles (et couteuses) technolo- 
gies qui promettent le nec plus ultra en matiere de soins. Cette observation m’a rappele 
la nouvelle parue en decembre au moment ou la FDA a approuve le Sofosbuvir, un 
nouveau medicament contre l’hepatite C. Cette maladie difficile a traiter touche pres de 
170 millions de personnes dans le monde. Une therapie de trois mois coute 84 000$, 
c’est-a-dire 1000$ le comprime. 

La semaine derniere, dans un segment sur le Sofosbuvir a la chaine NPR, on s ? est ques- 
tionne sur son prix eleve, alors que le marche est gigantesque et que tout laisse croire le 
fabricant devrait recuperer rapidement son investissement. A la question du journaliste 
Richard Knox, qui faisait observer que certains specialistes pensaient que le medicament 
pourrait couter moins cher, un vice-president de la societe pharmaceutique responsable 
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a repondu : « II est fort peu probable que nous faisions cela. » Autrement dit, le fabri- 
cant n’a pas l’intention de baisser son prix. 

Alors, que dire des couts eleves de la sante? Peut-etre ceci : qu’il y a autre chose a 
1 ? oeuvre que les forces du marche. 

]ournaliste depuis une quarantaine d’annees , Trudy Lieberman est professeure agregee adjointe au 
College Hunter de New York, die collabore depuis de nombreuses annees au Columbia ]ournalism 
Review ainsi qu’aux blogues publies par la revue dans son site CJRorg. De plus , elle contribue regulie- 
rementy a titre de boursiere William Ziff FelloWy au Prepared Patient Blog [blogue du patient averti] 
du Center for Advancing Health. 

Cet article a d’abord paru dans le Prepared Patient Blog a l’adresse cfah.org . 

(janvier 2014) 

Une version de ce commentaire est parue dans Le Huffington Post Quebec. 
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Comparing U.S., Canadian health care systems 



c 



Trudy Lieberman 



D 



One thing Americans and Canadians can agree on is that we don’t want each other’s 
health care systems. In truth, most Americans don’t know how Canada’s system works 
and Canadians don’t know much about the U.S. system. 



Yes, there are waiting lists for 
some services — but, no, Cana- 
dians are not coming across the 
border in droves to get Ameri- 
can care. 

There’s misinformation among 
Canadians, too. Wherever I 
went, Canadians told me they 
thought, mostly based on what 
they said they heard on CNN 
and Fox, that Obamacare meant 
America was getting universal 
health coverage like their coun- 
try has. 




What Americans know has come mainly from the negative talking points of politicians 
and others who have argued for years against national health insurance. Two decades 
ago, The New York Times reported that Canadian women had to wait for Pap smears, a 
point vigorously refuted by the Canadian ambassador who shot back in a letter to the 
Times editor: “You, and Americans generally, are free to decide whatever health care 
system to choose, avoid or adapt, but the choice is not assisted by opinions unrelated to 
fact.” 



When I explained the law was 
simply another patch on a 
patchwork quilt of coverage, 
and the Congressional Budget 
Office had estimated last year there would still be some 30 million people without in- 
surance, the reaction was “the news media didn’t tell us that.” A former deputy health 
minister in New Brunswick said to me, “After all that, you will still have 30 million 
people without coverage!” 



Separating fact from opinion as the Canadian ambassador long ago urged was some- 
thing I tried to do as I made my way across Canada while visiting there recently. In 
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some ways, the Canadian system is very different from U.S. health care. In other ways, 
it’s very much the same and faces similar challenges in the years ahead. 

What we don’t share 

Although the Affordable Care Act in the U.S. calls for more people to have health in- 
surance by offering subsidies and mandating all Americans have it or face penalties, the 
concept of universality is still a far distant goal. The Canada Health Act, on the other 
hand, calls for universality — all residents must be covered by the public insurance plan 
run by their province on uniform terms and conditions. They have coverage wherever 
they are treated in their home province, and there’s none of this stuff about limiting 
the doctors and hospitals that patients can use as a condition of getting full benefits. In 
Canada, there are no financial barriers to care at the point of service as there are and 
will continue to be in the U.S. 

Canadians don’t pay coinsurance of 30 per cent or 50 per cent if they have an outpa- 
tient procedure or go to an urgent care clinic, charges that are becoming increasingly 
common here. They don’t worry about paying a gigantic bill if they happen to use an 
out-of-network doctor or hospital. The publicly funded system north of the border 
bases patients’ access to medical services on need, not on the ability to pay. To use the 
word “ration,” Canadians ration by need; Americans ration by price and will continue to 
do so as the ACA is implemented. 

Because it’s publicly funded, Canadian health care is more equitable. There’s no such 
thing as buying a platinum plan and getting first-rate coverage or a cheapo bronze pol- 
icy and paying 60 per cent of the bill yourself. The tiered policies available in the state 
exchanges further bake inequality into the U.S. system. People have wildly varying ben- 
efits depending on where they live, how old they are, where they work and how much 
they can afford to spend on health insurance. 

That’s not the case in Canada, except when it comes to prescription drug coverage. 
Drug benefits are quite unequal in Canada, and the lack of them is a pretty big hole for 
about 10 per cent of the population. There is no universal drug benefit, although two 
provinces have mandatory drug insurance — you can get it from an employer or buy 
it from a public plan. About 40 per cent of the population gets coverage from their 
employers. If you can’t afford the premium, there are subsidies. In that sense, Canadian 
drug coverage in those provinces resembles Obamacare. Still, having drug benefits does 
not necessarily mean adequate coverage, says Globe and Mail health columnist, Andre 
Picard: “The big difference from the rest of Canada’s system is there is very little first- 
dollar coverage of prescription drugs.” 

On this trip I heard much more about the social determinants of health than I hear in 
the U.S. Almost everyone I interviewed mentioned the dismal health stats for aboriginal 
populations and the need to improve access and quality of care. I tried to remember the 
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last time I heard anyone discuss the medical problems of Native Americans or quality 
of care provided by the Indian Health Service. 

I asked Michael Decter, a health policy expert and a former deputy health minister in 
Ontario, what was his wish list for Canadian health care. Topping his list was not more 
money for the health system; it was more for education aimed at improving the lives of 
aboriginal peoples. Better education correlates with better health. The second was drug 
coverage. Canada’s infamous waiting times were not high on his list of priorities. In 
fact, he didn’t even mention them as a problem. 

Trudy Tieberman . a former president of AHCJ, is a contributing editor to the Columbia Journal- 
ism Review. She is a fellow at the Center for Advancing Health where she blogs about paying for 
health care. She is a regular contributor to EvidenceNetwork.ca. 

Published with permission of the Association of Health care Journalists, http: I / healthjournalism. 
org J 

(January 2014) 

A version of this commentary appeared in the Winnipeg Free Press, the Victoria Times 
Colonist and the Huffington Post. 
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Comparaison des systemes de soins de sante canadien et americain 



c 



Trudy Lieberman 



D 



Une chose sur laquelle les Americains et les Canadiens s’entendent est que les uns ne 
veulent pas du systeme de sante des autres, et vice versa. En verite, la majorite des Ame- 
ricains ne savent pas comment fonctionne le systeme de sante du Canada et les Cana- 
diens connaissent mal le systeme de sante americain. 



Oui, il y a des listes d’attente 
pour acceder a certains services, 
mais non, les Canadiens ne tra- 
versent pas la frontiere en masse 
pour obtenir des soins aux 
Etats-Unis. 




Ce que savent les Americains vient principalement des propos negatifs que tiennent les 
politiciens et autres commentateurs qui depuis des annees s’opposent a l’instauration 
d’une assurance maladie nationale. II y a deux decennies, le New York Times rapportait 
que les Canadiennes devaient attendre pour obtenir un test Pap, une declaration refu- 
tee avec vigueur par l’ambassadeur du Canada, qui avait replique en affirmant dans une 
lettre envoyee au redacteur en 
chef du Times : « Vous et les 
Americains en general avez la 
liberte de decider du systeme 
de sante a choisir, a eviter ou a 
adapter, mais ce choix ne doit 
pas s’appuyer sur des opinions 
sans lien avec les faits. » 



II y a de la disinformation chez 
les Canadiens egalement. Par- 
tout ou je suis allee, des Cana- 
diens m ? ont dit croire, selon ce 
qu’ils avaient vu et entendu prin- 
cipalement a CNN et a Fox, que V Obamacare devait apporter aux Americains une protec- 
tion universelle en matiere de sante comparable a celle dont ils beneficient au Canada. 



Quand je leur ai explique que la loi n’etait qu’un autre rapie^age d’une protection qui 
est une veritable courtepointe, et que la Commission des finances du Congres estimait 
qu’il y aurait encore 30 millions de personnes sans assurance, leur reaction a ete de me 
repondre : « Ce n’est pas ce qu’on entend dans les medias d’information ». Et c’est avec 
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etonnement qu’un ancien sous-ministre de la Sante du Nouveau-Brunswick m’ a dit : « 
Apres tout cela, vous aurez encore 30 millions de personnes sans protection! » 

Faire la distinction entre f opinion et les faits, comme le conseillait vivement l’ambas- 
sadeur du Canada il y a longtemps, c’est ce que j’ai essay e de faire tout au long de mon 
recent voyage dans ce pays. A certains egards, le systeme de soins de sante canadien est 
extremement different de celui des Etats-Unis, mais a d’autres egards, les deux se res- 
semblent beaucoup et devront relever des defis similaires dans les annees a venir. 

Ce qui nous n’avons pas en commun 

Bien que l. 'Affordable Care Act (ACA [loi sur les soins abordables]) des Etats-Unis ait 
pour objectif d’accroitre le nombre de personnes ayant une assurance maladie en of- 
frant des subventions et en obligeant tous les Americains a se doter d’une telle assu- 
rance sous peine de se voir imposer une penalite, la notion d’universalite demeure dans 
ce pays un objectif tres lointain. La Loi canadienne sur la sante , de son cote, vise f universa- 
lity : tous les citoyens doivent etre proteges par le regime d’assurance gouvernementale 
de leur province selon des modalites et des conditions uniformisees. Les Canadiens 
beneficient d une protection peu importe ou qu’ils soient soignes dans leur province 
d’origine, et en aucun cas, il y a limitation de faeces aux medecins et aux hopitaux 
comme condition a une prestation integrale. Au Canada, il n’existe aucun obstacle fi- 
nancier aux soins offerts dans les points de service, comme il y en a et continuera d’en 
avoir aux Etats-Unis. 

Les Canadiens ne paient pas une coassurance de 30 pour cent ou de 50 pour cent s’ils 
subissent une intervention non hospitalisee ou se rendent dans une clinique de soins 
d’urgence, des frais de plus en plus courants aux Etats-Unis. Us n’ont pas a craindre de 
devoir payer une enorme facture s ? ils doivent recourir aux services d’un medecin ou 
d’un hopital ne faisant pas partie du reseau. Dans le systeme de sante public situe au 
nord de la frontiere, l’acces des patients aux services medicaux est etabli en fonction de 
leurs besoins et non de leur capacite de payer. Si on utilise le mot « ration », on pour- 
ra dire qu’au Canada les rations sont distributes en fonction des besoins, alors qu’aux 
Etats-Unis elles le sont en fonction du prix et continueront de f etre apres la mise en 
oeuvre de f ACA. 

Parce qu’il est finance par f Etat, le systeme de soins de sante canadien est plus equi- 
table. Personne au Canada ne doit choisir entre se procurer une assurance platine et 
obtenir une protection superieure ou se procurer une police moins chere et devoir as- 
sumer 60 pour cent des frais soi-meme. Les polices etagees offertes dans les marches 
de f assurance maladie des Etats, appeles State Health Insurance Exchanges , ne font que 
reconduire les inegalites sociales dans le systeme americain. Les gens beneficient de 
prestations extremement variables selon le lieu ou ils vivent, leur age, f endroit ou ils 
travaillent et combien ils sont en mesure de payer pour une assurance maladie. 
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Ce n’est pas le cas au Canada, sauf en ce qui concerne la protection liee aux medica- 
ments sur ordonnance. Les regimes d’assurance medicaments sont plutot inegaux au 
Canada et la difficult^ d’acces a ceux-ci laisse environ 10 pour cent de la population 
sans protection. II n’existe pas de regime universel d’assurance medicaments, bien qu’il 
soit obligatoire de se doter d’une assurance medicaments dans deux provinces (par le 
biais d’un employeur ou dans le cadre d’un regime public). Environ 40 pour cent de la 
population est assuree par l’entremise d’un employeur. Les personnes qui n’ont pas les 
moyens de payer la prime d’assurance re^oivent une subvention du gouvernement. En 
ce sens, l’assurance medicaments dans ces provinces est semblable a YObamacare. 

Cependant, recevoir des prestations d’assurance medicaments ne signifie pas necessaire- 
ment avoir une protection adequate, comme l’affirme le chroniqueur en sante du Globe 
and Mail Andre Picard, selon qui : « La grande difference par rapport au reste du sys- 
teme canadien est qu’il y a tres peu de regimes d’assurance medicaments qui offrent une 
protection integrale ». 

Pendant mon voyage, j’ai beaucoup plus entendu parler des determinants sociaux que 
je peux en entendre parler aux Etats-Unis. Presque toutes les personnes que j’ai inter- 
viewees ont mentionne les tristes statistiques concernant les populations autochtones et 
la necessite d’ameliorer l’accessibilite et la qualite des soins. J’ai peine a me souvenir de 
la derniere fois ou j’ai entendu quelqu’un parler des problemes medicaux des Autoch- 
tones americains ou de la qualite des soins offerts par les services de sante autochtones 
des Etats-Unis. 

J’ai demande a Michael Decter, expert en politiques sur la sante et ancien sous-ministre 
de la Sante de l’Ontario, quelle serait sa liste de souhaits pour le systeme de soins de 
sante canadien. Ce qui figurait en tete de sa liste n’etait pas un meilleur financement du 
systeme, mais plutot une meilleure education destinee a ameliorer le sort des personnes 
autochtones. 11 existe une correlation entre l’education et une bonne sante. Son deu- 
xieme souhait etait une protection pour les medicaments. Les temps d’attente si notoire 
des hopitaux canadiens n’occupaient pas une position tres elevee dans la liste de ses 
priorites. En fait, il ne les a pas meme mentionnes comme constituant un probleme. 

Trudy Gieberman a ete presidente de dissociation of Healthcare Journalists et collabore a la redac- 
tion de la Columbia Journalism Review. Tile est egalement une associee du Center for Advancing 
Health , ou elk tient un blogue sur les frais a payer pour obtenir des soins de sante. 

Article publie avec la permission de PAssociation of Healthcare Journalists ; http:! / healthjournalism. 
orgl . 

(janvier 2014) 

Une version de ce commentaire est parue dans Le Huffington Post Quebec. 
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U.S., Canadian health care systems share some challenges 
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Both Canada and the United States are historically and practically steeped in fee-for- 
service medicine, and much of the power to control prices rests in the hands of the 
medical establishment. While provincial governments have periodic negotiations with 
medical and hospital groups, and there are global budgets for hospitals that try to con- 
strain costs, the system is relatively expensive. 

In 2011, the U.S. won the dubious honour of having the most expensive system in the 
world, spending about $8,500 per capita. Canada spent about $4,500, making it the third 
most expensive country among a group of OECD-developed nations. 

Still, that number needs perspec- 
tive. In 1970, a few years before 
Canada implemented its national 
health insurance system, both 
countries were spending about 
seven per cent of the GDP on 
health care. Thirty-nine years 
later, the U.S. was spending 50 
per cent more of its national 
income on health care, leaving 
its patients with the highest out- 
of-pocket expenses in the world. 

When I explained the high out- 
of-pocket expenses to Canadi- 
ans on my speaking tour across 
the country there, that notion 
simply did not compute. There 
is some talk about imposing 
co-pays for some services as a 
way to help both the federal and 
provincial governments save money. But the idea of making people pay 50 per cent of 
a bill or a family paying $13,000 out of pocket before insurance benefits kick in is wildly 
unpopular. 

As in the U.S., there’s much soul searching about whether the country is getting as much 
bang for the bucks it spends. Does the quality of care match the country’s outlay? A 
number of studies, including the latest international comparison from The Common- 
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wealth Fund, show that Canada and the U.S. both fall down on several dimensions of 
care. Both Canadians and Americans were more likely to report long waits for primary 
care and high use of emergency rooms compared to other countries such as Germany, 
France and the United Kingdom. 

I asked Jeffrey Turnbull, M.D., F.R.C.P.C., chief of staff at Ottawa General Hospital, 
about criticisms of the quality of Canadian health care. He said that, when it comes to 
treating heart attacks, stroke, heart failure and pneumonia “we do relatively well.” But 
when you look at the broader indices that measure the inequities, the picture is very dif- 
ferent. “Our vulnerable populations have rates like the developing world.” We can say 
the same for groups in the U.S. 

Our two countries also share the increasing burden of providing care for their aging 
populations. Indeed, lack of community support is one reason why waiting lists develop 
at Canadian hospitals. Seniors who are admitted to acute care hospitals sometimes stay 
much longer than what’s medically necessary because they have no place to go. 

The public, though, seems to be paying attention. Last summer the Canadian Medical 
Association polled residents to measure their priorities for long-term care. Ninety-three 
per cent said the government should develop a comprehensive seniors’ strategy. The 
outgoing president of the CMA said the poll results sent a strong message the public 
wants action. In a system that’s accountable to the taxpayers who fund it, it’s easier for 
the federal and provincial governments to listen. Contrast that with the U.S. where long- 
term care is barely discussed, and the CLASS Act provision in the Affordable Care Act, 
a fledgling program to pay for long-term care was repealed. 

Health care systems are not static, as Nicholas Timmins, the former health policy edi- 
tor of The Tinancial Times , told a group of health care journalists at an Athens meeting a 
year ago. But neither do they change the fundamentals much. “Countries rarely change 
the way they do things,” Timmins told the group. Canadians may fix their system; we 
may fix ours, but neither country is rushing to embrace the other’s. Timmins added, 
“What systems do face is the desire to find a way to constrain costs.” 

Trudy Tiehermaris a former president of AHCf is a contributing editor to the Columbia Journal- 
ism Review. She is a fellow at the Center for Advancing Health where she blogs about paying for 
health care. 

Published with permission of the Association of Healthcare journalists, http:! / healthjournalism.orgl 
(February 2014) 

A version of this commentary appeared in the Waterloo Region Record \ the Huffington 
Post and the New Brunswick Telegraph journal. 
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Les defis qu’ont en commun les systemes de soins de sante canadien 

et americain 



r 



Trudy Lieberman 



Sur les plans historique et pratique, le Canada et les Etats-Unis ont instaure une mede- 
cine avec remuneration a l’acte, dans le cadre de laquelle le pouvoir de controler les prix 
repose principalement entre les mains du corps medical. Par consequent, meme si les 
gouvernements provinciaux negocient periodiquement avec les groupes hospitaliers et 
medicaux et que les hopitaux dans leurs budgets globaux s’efforcent de limiter les couts, 
le systeme de sante demeure relativement couteux. 




En 2011, les Etats-Unis ont remporte l’honneur peu enviable d’avoir le systeme de 
sante le plus couteux du monde, avec des depenses par habitant se chiffrant approxi- 
mativement a 8500$. Pour la 
meme periode, les depenses 
canadiennes en sante par habi- 
tant etaient d’environ 4500$, ce 
qui place le Canada au troisieme 
rang des pays developpes de 
l’OCDE ayant les systemes de 
sante les plus couteux. 

11 importe cependant de mettre 
ces chiffres en perspective. En 
1970, quelques annees avant 
que le Canada mette en place 
son systeme national d’assu- 
rance maladie, les deux pays 
depensaient en soins de sante 
une somme correspondant ap- 
proximativement a 7 pour cent 
de leur PIB. Trente-neuf ans 
plus tard, les Etats-Unis consa- 
craient plus de 50 pour cent de 
leur revenu national aux soins de sante, pla^ant ainsi les patients americains devant les 
depenses de sante remboursables les plus elevees au monde. 



Pendant la tournee de conferences que j’ai realisee dans l’ensemble du Canada, lorsque 
j’ai explique aux Canadiens combien les depenses de sante remboursables sont elevees 
aux Etats-Unis, les gens ne comprenaient tout simplement pas cette notion. On parle au 
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Canada d’imposer une quote-part pour certains services afin d’aider les gouvernements 
federal et provinciaux a economiser de l’argent, mais l’idee de faire payer aux gens 50 
pour cent de la facture ou de faire payer a une famille 13 000$ en frais remboursables 
avant le versement des prestations d’assurance maladie est extremement impopulaire. 

Tout comme aux Etats-Unis, de nombreuses personnes se demandent si le pays obtient 
les meilleurs services possibles pour son argent. La qualite des soins offerts corres- 
pond-elle aux sommes depensees? Nombre d’etudes, y compris la plus recente compa- 
raison internationale dressee par le Fonds du Commonwealth, indiquent que le Canada 
et les Etats-Unis font pietre figure dans divers aspects des soins de sante. Par exemple, 
les Canadiens et les Americains sont plus susceptibles de signaler de longues attentes 
avant d’avoir acces a des soins de premiere ligne et une frequentation elevee des salles 
d’urgence que les citoyens d’autres pays comme l’Allemagne, la France et le Royaume- 
Uni. 

J’ai demande a Jeffrey Turnbull, M.D., FRCPC, chef du personnel a l’Hopital general 
d’Ottawa, ce qu’il pensait des critiques concernant la qualite des soins au Canada. II m’a 
repondu que lorsqu’il s’agit de traiter une crise cardiaque, un accident vasculaire cere- 
bral, une insuffisance cardiaque ou une pneumonie, « notre rendement est relativement 
bon ». Toutefois, si on examine les indices plus globaux servant a mesurer les inegalites, 
le tableau est tres different. « Nos populations les plus vulnerables donnent lieu a des 
taux comparables a ce qu’on retrouve dans les pays en developpement », s’est-il desole? 
Nous pouvons dire la meme chose de certains groupes sociaux aux Etats-Unis. 

Nos deux pays ont egalement en commun le fardeau de plus en plus lourd de devoir 
fournir des soins a une population vieillissante. Le manque de soutien communautaire 
est a ce titre une des raisons pour lesquelles les listes d’attente s’allongent dans les 
hopitaux canadiens. Les personnes agees admises dans des hopitaux de soins actifs y 
sejournent parfois beaucoup plus longtemps que ce qui est medicalement necessaire, 
parce qu’elles n’ont pas d’autre endroit ou aller. 

Le public semble cependant s’interesser a la situation. L’ete dernier, l’Association me- 
dicale canadienne (AMC) a realise un sondage aupres des citoyens afin d’evaluer leurs 
priorites concernant les soins de longue duree. Les repondants au sondage ont indique a 
93 pour cent que le gouvernement devrait elaborer une strategic exhaustive concernant 
les aines. Le president sortant de l’AMC a affirme que les resultats du sondage consti- 
tuent un signal fort que le public souhaite la mise en place d’un plan d’action. Au sein 
d’un systeme qui doit rendre des comptes aux contribuables qui le financent, il est plus 
facile pour les gouvernements federal et provinciaux d’etre a l’ecoute de la population. 
La situation est tout autre aux Etats-Unis, ou la question des soins de longue duree est 
a peine abordee et ou les dispositions de la CLASS Act (loi sur le soutien et les services 
d’aide aux communautes), un texte legislatif integre a l. Affordable Care Act (loi sur les 
soins abordables) prevoyant un debut de programme de paiement des frais des soins de 
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longue duree, ont ete annulees. 

Les systemes de soins de sante ne sont pas statiques, comme le rappelait Nicholas Tim- 
mins, ancien redacteur en chef responsable des politiques en sante du financial Times , 
a un groupe de journalistes du domaine des soins de sante lors d’une reunion tenue 
a Athenes il y a un an. Toutefois, aucun ne modifiera les principes fondamentaux qui 
le regissent. « Les pays changent rarement leurs fa^ons de faire », ajoutait Timmins au 
groupe. Les Canadiens peuvent regler les problemes de leur systeme, nous pouvons re- 
gler ceux du notre, mais aucun des deux pays ne se precipitera pour adopter le systeme 
de l’autre. Comme le precisait Timmins, « ce a quoi sont veritablement confrontes les 
systemes, c’est une volonte de trouver des fa^ons de limiter les couts ». 

Trudy Tieberman a ete presidente de dissociation of Healthcare Journalists et collahore a la redac- 
tion de la Columbia Journalism Review. Tile est egalement une associee du Center for Advancing 
Health , ou elk tient un hlogue sur les frais a payer pour ohtenir des soins de sante. 

Article puhlie avec la permission de PAssociation of Healthcare Journalists ; http:/ /healthjourna- 
lism.org/ . 

fevrier 2014) 

Une version de ce commentaire est parue dans Le Huffington Post Quebec. 
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Why Canada shouldn’t compete with the U.S. for the worst per- 
forming health system in the developed world 

B.C. court challenge looming 



r 



Colleen Flood 



The latest Commonwealth Study ranked Canada’s health care system a dismal second 
to last in a list of 11 major industrialized countries. We had the dubious distinction of 
beating out only the Americans. This latest poor result is already being used by those 
bent on further privatizing health care. They argue — as they always do — that if only 
Canada allowed more private finance, wait times would melt, emergency rooms would 
unclog and doctors, nurses, patients and the public would all be, if not quite utopia, 
then at least better off than now. 

It is true that Canada’s health 
system is fragmented and un- 
coordinated. Too often people 
fall through the cracks and we 
are miserable at managing pa- 
tients with multiple illnesses. 

And too often our system feels 
unresponsive to the concerns 
of patients and their families. 

The average Canadian could be 
forgiven for thinking that there 
may be something to all of these 
calls for private finance. But 
they would be wrong. 

For starters, what most com- 
mentators weighing in on the 
health debate don’t understand 
is that we already have a mix of 
public and private care. What 
distinguishes Canada’s health 
system from others is not how little private finance we have but how much private fi- 
nance we already endure. Canadians have their health needs covered by the public sys- 
tem only 70 per cent of the time, much less than the U.K. (84 per cent) or Norway (85 
per cent) or even France (77 per cent). 

Indeed, Canadians actually hold more private health insurance than Americans do. How 
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is this possible? 

Our health system fails to offer universal (public) coverage for prescription drugs, un- 
like the coverage provided in nearly every other developed country in the world. Canada 
also has inadequate coverage for home care and long-term care, which are more com- 
prehensively covered in many other health systems, such as Japan, Germany, Belgium 
and Sweden. 

Unfortunately, our health system is more like the U.S. system than most of us know. 

Just like the U.S., our approach to prescription drugs, home and long-term care is to 
have some people covered through private health insurance via their employer, some 
people covered by governments because they are on welfare or elderly and a big chunk 
of the population going without. 

Our system is also similar to the U.S. — and dissimilar to many other countries that 
out-perform us on health indicators — by paying physicians on a fee-for-service basis 
meaning doctors are free to work as many or as few hours as they wish, whenever they 
wish and wherever they wish regardless of the needs of patients. 

Instead of moving to adopt the policies of better performing systems, Canada may be 
taking a step backwards. A constitutional challenge is going to trial in British Columbia 
in September and the private health clinic bringing that challenge is set on introduc- 
ing even more private finance to Canada’s health system. If they win, doctors will be 
able to bill patients whatever they wish on top of what payment doctors already receive 
from the government for specific health services (extra-billing). Those patients who can 
afford it will be able to buy private health insurance to defray the costs of such extra- 
billing. 

So what’s the problem? This would move the Canadian health system one step closer to 
the worst performing health system among developed countries: the United States. 

The jewel of Canada’s health care system is the commitment to restrict private finance 
for medically necessary hospital and physician care. We don’t let our doctors double dip, 
and we keep essential health services available to all, regardless of means. Yet it is this 
commitment that is being threatened with the legal challenge in B.C. and blamed for the 
problems that have beset Canada’s health system — with some pretty clear vested inter- 
ests ready to profit from the outcome. 

Instead of having Canada’s health system compete with the United States for last place, 
we need to start addressing the real issues that plague our system. We could start by 
looking at the expansive policies of European systems that perform better than our 
own, starting with a universal health system that includes drug coverage, home care and 
long-term care. 

This may seem counter-intuitive when the problem is always portrayed as a lack of 
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money for the public system — but we know in business that sometimes you have 
to spend money now to save money later. And we must look at providing incentives 
throughout our public and private sectors in the health care system to ensure that the 
right care is delivered to the right people in a timely way 

If the constitutional challenge is successful in British Columbia, there is no doubt that 
the problems we see in the Canadian health system — fragmentation, lack of coordina- 
tion, lack of access to important kinds of care and wait times for those without private 
means — will worsen. Why would we want to race to the bottom of the pack? 

Dr. Colleen Flood is an expert advisor with EvidenceNetwork.ca and a professor in the Faculty of 
Eaw, the School of Public Policy & Governance , and the Institute of Health Policy Management & 
Evaluation University of Toronto. 

(July 2014) 

A version of this commentary appeared in the Globe and Mail, the Victoria Times Colo- 
nist and the New Brunswick Telegraph Journal. 
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Pourquoi le Canada devrait eviter de faire concurrence aux Etats- 
Unis pour le pire systeme de sante de tous les pays developpes 

Une contestation judiciaire intentee en Colombie-Britannique sera entendue sous peu 



r 



Colleen Flood 



Selon la plus recente etude realisee par le Fonds du Commonwealth, le systeme de 
sante canadien n’occupe qu’un miserable avant-dernier rang parmi les 1 1 principaux 
pays industrialises etudies. Mince consolation, seuls les Etats-Unis obtiennent de moins 
bons resultats. Cette pietre performance apporte deja de l’eau au moulin de ceux qui 
cherchent a accroitre le role du secteur prive dans le systeme de sante. Ces derniers af- 
firment, comme ils font toujours fait, que si seulement les Canadiens acceptaient un ac- 
croissement de la prestation de soins prives, les files d’attente diminueraient et les salles 
d’urgence se desengorgeraient. 

Pour les medecins, les infir- 
mieres, les patients et le public, 
l’expansion des services prives 
ne permettrait peut-etre pas de 
realiser l’utopie, mais creerait 
assurement une situation plus 
avantageuse que celle qui existe 
a l’heure actuelle. 

II est vrai que le systeme de san- 
te du Canada est fragmente et 
manque de coordination. Trop 
souvent, des personnes malades 
passent entre les mailles du filet, 
et le systeme echoue lamenta- 
blement a traiter les patients 
atteints de multiples maladies. 

Et trop souvent, notre systeme 
arrive mal a repondre aux preoc- 
cupations des patients et de leur 
famille. Le Canadien moyen pourrait done etre tente de croire que tous ces appels a la 
privatisation ne sont pas sans fondement. Mais il n ? est pas dit qu’il a raison. 

Tout d’abord, ce que ne semblent pas comprendre les commentateurs qui interviennent 
dans le debat sur le systeme de sante, e’est que nous offrons deja au pays une combinai- 
son de services de sante publics et prives. Ce qui distingue le systeme de sante canadien 
n’est pas la petite proportion de services prives qu’il comporte, mais plutot l’importante 
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quantite de soins prives qu’il offre deja. En effet, les besoins en matiere de soins de san- 
te des Canadiens sont couverts par le systeme public dans une proportion de 70 pour 
cent seulement, ce qui est tres inferieur a ce que Ton constate au Royaume-Uni (84 pour 
cent), en Norvege (85 pour cent) et meme en France (77 pour cent). 

De plus, les Canadiens se munissent davantage d’une assurance-maladie privee que les 
Americains. Comment cela est-il possible? 

Notre systeme de sante n’assure pas une couverture universelle (publique) des medi- 
caments sur ordonnance, contrairement a presque tous les autres pays developpes du 
monde. De plus, le Canada fournit une couverture inadequate des soins a domicile et 
des soins de longue duree, lesquels sont couverts de fa^on plus complete par de nom- 
breux autres systemes de sante, comme au Japon, en Allemagne, en Belgique et en 
Suede. 

Malheureusement, notre systeme de sante ressemble plus au systeme americain que 
ce que la plupart d’entre nous pourraient croire. En ce qui a trait aux medicaments 
d’ordonnance et aux soins a domicile et de longue duree, notre approche est la meme 
qu’aux Etats-Unis : certaines personnes sont couvertes par une assurance-maladie 
privee a laquelle elles souscrivent par l’entremise de leur employeur, certaines autres, 
comme les beneficiaires de l’aide sociale et les personnes agees, sont couvertes par le 
gouvernement et, enfin, une grande partie de la population n’est pas assuree du tout. 

Notre systeme est egalement similaire a celui des Etats-Unis — et different de celui de 
nombreux autres pays qui obtiennent de meilleurs resultats au chapitre des indicateurs 
de sante — en ce qu’il remunere les medecins a facte. Cela signifie que ceux-ci sont 
libres de travailler le nombre d’heures qu’ils veulent, aux moments qui leur conviennent 
et a l’endroit qu’ils choisissent, sans egard aux besoins des patients. 

Au lieu de chercher a adopter les politiques des systemes les plus performants, le Ca- 
nada semble reculer. En septembre, une contestation constitutionnelle du regime de 
sante sera entendue par les tribunaux de la Colombie-Britannique. La clinique privee qui 
intente cette poursuite est resolue a accroitre la presence du secteur prive dans le sys- 
teme de sante canadien. Si elle a gain de cause, les medecins seront autorises a facturer 
aux patients les montants qu’ils desirent, en plus des sommes qu’ils re^oivent deja du 
gouvernement pour certains soins de sante (surfacturation). Les patients qui en ont les 
moyens pourront souscrire des assurances privees pour couvrir les couts de cette sur- 
facturation. 

Alors ou est le probleme? Ces mesures rapprocheraient le systeme de sante canadien 
encore un peu plus du systeme de sante le moins efficace de tous les pays developpes, 
soit celui des Etats-Unis. 

L’aspect le plus precieux du systeme de sante canadien est son engagement a restreindre 
l’offre privee de soins hospitaliers et medicaux qui sont necessaires sur le plan therapeu- 



342 




tique. Nous ne laissons pas nos medecins doubler leur remuneration, et nos soins de 
sante essentiels sont offerts a tous les citoyens, quel que soit leur revenu. Or, c’est cet 
engagement qui est desormais menace par la requete deposee en Colombie-Britannique, 
et que les auteurs de la poursuite disent etre la cause des problemes qui accablent le sys- 
teme de sante canadien. En cas de resultat favorable de la contestation, certains interets 
prives ne manqueront pas de tirer profit du nouveau systeme. 

Plutot que de laisser notre regime de sante entrer en concurrence avec le systeme ame- 
ricain pour la derniere place, nous devrions nous attaquer aux vrais problemes aux- 
quels ce regime fait face. Nous pourrions commencer par examiner les politiques des 
systemes europeens qui sont plus inclusifs et performants que le notre, notamment les 
systemes de sante universels qui englobent l’assurance medicaments, les soins a domicile 
et les soins de longue duree. 

Cette demarche pourrait sembler mal avisee, car le probleme est toujours presente 
comme etant l’insuffisance de fonds publics pour financer le systeme. Mais nous savons 
bien qu’en affaires, il faut parfois depenser de l’argent au debut pour ensuite pouvoir 
faire des economies. De plus, il nous faut viser a mettre en place des incitatifs dans les 
secteurs public et prive de notre systeme de sante pour faire en sorte que des soins ade- 
quats soient offerts en temps opportun a toutes les personnes qui en ont besoin. 

Si la contestation constitutionnelle donne lieu a une modification de la loi en Colom- 
bie-Britannique, il ne fait aucun doute que les problemes qu’eprouve le systeme de sante 
canadien — fragmentation, manque de coordination, acces insuffisant a certains types 
de soins importants et temps d’attente eleves pour les personnes qui ne peuvent pas se 
payer des soins prives — iront en s’aggravant. Quel interet peut-il bien y avoir a vouloir 
occuper la queue du peloton? 

Dr Colleen M. Flood est experte-conseil a EvidenceN etwork. ca et professeure a la Eaculte de droit, a 
IE cole de politiques publiques et de gouvernance et a rinstitut de gestion et devaluation des politiques 
en matiere de sante, a lEniversite de Toronto. 

(juillet 2014) 

Une version de ce commentaire est parue dans Le Devoir ; Le Huffington Post Quebec et 
Droit-Inc. 
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Canada and U.S. both ration health care — they just do it differently 

No country can afford to give every citizen every health care service that comes along 



r 



By Trudy Lieberman 



As an American journalist sitting in a Toronto coffee bar, I began chatting — as I often 
do in another country — with people about their health care system. One employee 
taking people’s orders was about to go off duty and sat down to visit. “I’m tired of 
hearing you Americans talk about rationing in Canada,” he said. “Let me tell you how 
many MRIs I had when I was riding my bike and got hit by a motorcyclist.” 




He had been injured and received an MRI when he was admitted to the emergency 
room plus a couple more during his hospital stay. Nobody put him on a waiting list; 
nobody argued that he didn’t need the procedure. He didn’t have to worry whether the 
doctors who gave him emer- 
gency care or the doctor who 
interpreted the MRIs were in 
his insurer’s network or out of 
it. He made a full recovery and 
paid nothing for the service 
when he received it. No $250 
or $500 co-pay for an ER visit, 
now customary in the U.S. 

The server’s injuries warranted 
some quick MRIs. Another pa- 
tient suffering from a less seri- 
ous mishap or seeking diagnos- 
tic testing might have to wait for 
a while. That’s when other coun- 
tries’ waiting lists grab headlines 
in the U.S. That’s when oppo- 
nents of other countries’ health 
systems point to their shortages 
and long wait times and claim 
we don’t ration health care in America. 



As narrower insurance networks begin to limit where we can get our care and contra- 
dict the American notion of abundant choices, I thought about the Canadian bicyclist 
and the waiting lists in his country for some non-emergency MRIs. Yes, Canadians do 
wait for some procedures in some provinces because provincial and federal govern- 
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ments have chosen not to fund MRIs or CT scans for everyone who wants or demands 
one on the spot. It’s one way the country controls its medical expenditures. 

Even in Canada where patient prioritizing allocates which patients will get care first, 
new evidence comes in noting that MRIs are still being overused with no therapeutic 
benefit to patients. MRIs for lower back pain are among the most frequently requested 
scans in the Canadian health system. Yet researchers found that more than half of the 
scans at two big hospitals were inappropriate or of uncertain value to the patient. When 
that happens, those who really need them may wait longer. 

No country can afford to give every citizen every health care service that comes along. 
Narrow insurance networks are one way America controls its medical costs. Insurers 
choose only providers who agree to accept what the insurers want to pay — in theory 
pushing down the price of care. If patients want to go to the high-priced cancer hospi- 
tal, for example, they pay out of their own pocket or go without. 

That’s also the theory in America behind sky-high deductibles, co-insurance and co- 
pays for commonly used services (such as emergency room visits, diagnostic tests, and 
outpatient care), or limitations on number of physical therapy visits an insurance policy 
will pay for. 

If patients want these services, they pay more out of pocket, postpone them or skip 
them altogether. Instead of rationing with waiting lists, America rations with price. If 
some patients don’t have $600 for an MRI co-pay, they may not get it, and studies have 
shown that people do forego care when cost-sharing increases. 

Like Canada, the U.S. also overuses medical technology. CT scans in emergency rooms 
come to mind. But when there’s talk of using this type of service more rationally, cries 
of rationing ring through the media. 

That rhetoric may be changing. The case of the hepatitis C drug Sovaldi, with its 
$84,000 price tag, and other similarly expensive drugs now waiting in drug makers’ 
pipelines, may mean the U.S will have no choice but to look to its northern neighbour 
on how it allocates care. 

Those high drug prices are unsustainable for the health care system, says John Rother, 
who heads the National Coalition on Healthcare, which is raising awareness of high- 
priced drugs. Some state Medicaid programs are considering limiting Sovaldi to the 
sickest patients. Arizona has already done this. 

Yes, we do ration health care in America. It’s just that those affected the most are those 
who have the least income. In America, we have become oddly blase about income 
inequality and its consequences, increasingly willing to let those without simply do with- 
out. But the mere hint that a needs- or evidence-based process might be used to allo- 
cate scarce or high-priced health care raises an outcry from those accustomed to getting 
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what they want, when they want it. Something’s gotta give. 

Trudv Ueberman, a journalist for more than 40 years, is an adjunct associate professor of public 
health at Hunter College in New York City. She is a long time contributor to the Columbia Jour- 
nalism Review and blogs for its website, CJR.org, about media coverage of health care, Social Secu- 
rity and retirement. She is also a media advisor to EvidenceNetwork.ca 

(October 2014) 

A version of this commentary appeared in the Prepared Patient Blog , the Huffington Post 
and the Saskatoon Star Phoenix. 
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Les soins de sante sont rationnes differemment au Canada 

qu’aux Etats Unis 

Aucun pays n’a les moyens de fournir a chacun de ses citoyens tous les services 



By Trudy Lieberman 



En tant que journaliste, j’ai l’habitude de questionner les gens sur leur systeme de sante 
quand je voyage a l’exterieur des Etats-Unis. Je me trouvais dans un cafe de Toronto, 
quand un serveur sur le point de terminer son quart de travail est venu s’asseoir a ma 
table. « J’en ai assez d’entendre les Americains dire que nous rationnons les soins de 
sante au Canada. Laissezmoi vous raconter tous les examens par IRM (imagerie par re- 
sonance magnetique) dont j’ai beneficie apres avoir ete heurte par un motocycliste alors 
que je faisais du velo. » 

Mon interlocuteur avait subi 
des blessures dans l’accident. A 
son arrivee a l’urgence, on lui 
a fait subir une premiere IRM; 
deux autres ont suivi durant son 
sejour a l’hopital. Son nom n’a 
jamais figure sur aucune liste 
d’attente; personne n’a emis de 
doute sur la necessite de In- 
tervention. 11 n’a jamais eu a se 
demander si les medecins qui 
le soignaient a l’urgence ou si 
le radiologue qui interpreterait 
les IRM appartenaient ou non 
au reseau de son assureur. II 
s’est pleinement retabli et n’a 
rien debourse pour les services 
qu’il a re^us. Pas de quote-part 
de 250$ ou de 500$ pour une 
visite a l’urgence, une pratique 
aujourd’hui courante aux Etats-Unis. 

Ses blessures justifiaient la decision de lui faire subir plusieurs IRM rapidement. Si sa 
mesaventure avait ete moins grave ou s’il s’etait agi d’un test diagnostique, il lui aurait 
fallu patienter quelque temps. Voila le genre de delai qui fait les manchettes aux Etats- 
Unis. Ceux qui s’opposent aux systemes de sante differents du notre font leurs choux 
gras des penuries et des longues listes d’attente observees dans d’autres pays, tout en se 
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vantant qu’aux Etats-Unis, on ne rationne pas les soins. 

Dans notre pays, les assureurs ont commence a restreindre le reseau de fournisseurs au- 
pres desquels leurs clients peuvent obtenir des soins, ce qui vient contredire Ridee d’une 
abondance de choix. J’ai pense au cycliste rencontre a Toronto et aux listes d’attente 
pour les IRM jugees non urgentes. Oui, c’est un fait : la population canadienne doit 
patienter avant de pouvoir subir certaines interventions dans certaines provinces, parce 
que les gouvernements provinciaux et federal ont decide de ne pas offrir sur-le-champ 
une IRM ou une tomographie axiale commandee par ordinateur (TDM) a quiconque 
les reclamerait. C’est un moyen parmi d’autres de limiter les depenses en matiere de 
sante. 

Meme au Canada, ou l’on classe les patients par ordre de priorite dans le but de deter- 
miner qui sera soigne en premier, de nouvelles donnees montrent qu’on recourt encore 
trop souvent a 1’IRM sans que les patients en retirent de bienfait. Notamment, 1’IRM 
compte parmi les examens d’imagerie les plus frequemment prescrits aux personnes 
qui souffrent de douleurs lombaires. Or des chercheurs ont demontre que la moitie 
des IRM prescrites dans deux grands hopitaux n’etaient pas indiquees ou avaient une 
utilite discutable. Cette situation peut contribuer a prolonger les delais pour les per- 
sonnes qui en ont reellement besoin. 

Aucun pays n’a les moyens de fournir a chacun de ses citoyens tous les services qui 
s’offrent. Aux Etats-Unis, les assureurs reduisent leurs reseaux de fournisseurs dans le 
but de contenir les depenses; ils ne font affaire qu’avec ceux qui acceptent les prix qu’ils 
sont prets a payer — ce qui, en theorie du moins, ferait baisser les prix. Les patients qui 
voudraient etre soignes dans un hopital haut de gamme, comme un centre anticancer, 
doivent payer les soins de leur propre poche ou s ? en passer. 

Le meme principe s’applique aux franchises astronomiques, a la coassurance et aux 
quotesparts a verser pour obtenir des services courants (visites a l’urgence, tests dia- 
gnostiques et soins ambulatoires); ou encore, aux limites imposees dans le contrat d’as- 
surance quant au nombre de seances de physiotherapie. 

S’ils veulent beneficier de ces services, les patients doivent ouvrir leur porte-monnaie de 
nouveau; sinon, ils doivent reporter les soins a plus tard ou s ? en priver tout simplement. 
Au lieu d’imposer un rationnement au moyen des listes d’attente, on se sert des prix 
pour le faire. Aux Etats-Unis, si vous n’avez pas les 600$ requis a titre de quote-part, il 
se peut que vous n’obteniez pas votre IRM. Les etudes montrent en effet que des gens 
renoncent a se faire soigner lorsque le montant des quotes-parts augmente. 

Tout comme au Canada, les technologies medicales sont surutilisees aux Etats-Unis. On 
pense par exemple au recours a la tomographie dans les salles d’urgence. Or des qu’il 
est question d’en faire un usage plus rationnel, on crie au rationnement dans les medias. 

Ce discours est peut-etre en train de changer. Des cas comme celui du Sovaldi, un me- 
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dicament contre l’hepatite C qui coute 84 000$, et d’autres traitements onereux en cours 
de mise au point, forceront peut-etre les Etats-Unis a se tourner vers leur voisin du 
Nord pour revoir son systeme de repartition des soins. 

Des prix pareils ne sont pas viables pour le systeme de sante, selon John Rother, pre- 
sident de la National Coalition on Healthcare, qui a entrepris de sensibiliser la popu- 
lation a cette question. Certains affirment que le programme Medicaid envisage de 
restreindre l’administration du Sovaldi aux patients les plus malades; c’est deja le cas en 
Arizona. 

Nous rationnons bel et bien les soins de sante aux Etats-Unis. Le probleme, c’est que 
les personnes qui en souffrent le plus sont aussi celles qui gagnent les plus bas salaires. 
Nous sommes devenus etrangement indifferents a l’inegalite des revenus et a ses conse- 
quences; nous sommes disposes a priver du necessaire ceux et celles qui manquent de 
tout. La moindre allusion a l’eventualite d’une repartition des soins rares ou couteux 
en fonction des besoins ou des donnees probantes provoque un tolle chez ceux qui ont 
l’habitude d’obtenir tout ce qu’ils desirent au moment qui leur convient. 

Journaliste pendant plus de 40 ans , Trudy l^ieberman est professeure agregee adjointe au College Hun- 
ter de New York. Tile a ecrit abondamment pour le Columbia ]ournalism Review et tient un blogue 
sur le site de la revue (CJRorg ) traitant de la couverture mediatique en matiere de soins de sante \ de 
securite sociale et de retraite. Tile est egalement conseillere medias aupres du site TvidenceNetwork.ca. 

(octobre 2014) 



349 



About the Editors 



Noralou Roos 

Noralou P. Roos received her PhD from the 
Massachusetts Institute of Technology in 
1968. In 1972 she received the SearsRoebuck 
Foundation Federal Faculty Fellow, and moved 
to the University of Manitoba in 1973. She 
joined the Population Health Group at the 
Canadian Institute for Advanced Research in 
1988. Noralou was a co-Founder of the Mani- 
toba Centre for Health Policy. She headed the 
group which received Canadian Foundation 
for Innovation funding to create Canada’s first 
data laboratory, containing population based 
data on health, education and social services 
and held a Tier 1 Canada Research Chair. Cita- 
tions to Dr. Roos’ work place her among the 
top 100 Canadian scientists according to The 
Institute of Scientific Information. 

She was a member of the Prime Minister’s National Forum on Health, the Interim 
Governing Council setting up the Canadian Institutes for Health Research (CIHR), 
received the Order of Canada in 2005, was elected a member of the Academy of Sci- 
ences of the Royal Society of Canada (2009), and most recently received a Fellowship 
in the Canadian Academy of Health Sciences. Noralou led the Canadian Drug Policy 
Development Coalition working with Health Canada and the provinces which resulted 
in the funding of the Drug Safety and Effectiveness Network (DSEN) at CIHR. She 
has also been working with community groups, business and government to bring re- 
search on At-Risk’ kids to the policy table; she is a Member of the United Way of Win- 
nipeg Board of Trustees, the Winnipeg Poverty Reduction Council (Strengthening the 
Core Working Group), and a Member of the Point Douglas/Lord Selkirk Park Project 
Advisory Board. She has received the Inaugural Population and Public Health Research 
Milestone Award, CIHR and CPHA, and in 2010, gave the Emmett Hall Memorial Lec- 
ture, one of Canada’s most prestigious lectureships, which commemorates the father of 
Canadian Medicare with an annual address at the Canadian Association for Health Ser- 
vices and Policy Research Conference. 




351 



Kathleen O’Grady 

Kathleen O’Grady is a Research Associate at 
the Simone de Beauvoir Institute, Concordia 
University and the author and editor of nu- 
merous books and articles on health, women’s 
and cultural issues. She is also the Founding 
Director of QUOI Media Group, special- 
izing in political, policy and media research 
and strategy consulting. She has written and 
edited speeches, Op-Eds, policy briefs and re- 
search papers for Senators, MPs, MPPs, Chiefs 
of Police, academics and CEOs. Her client list 
includes the Senate of Canada, a number of 
Ottawa-based think tanks, universities, politi- 
cians, artists and authors, and a wide range of 
national non-profit organizations. 

In this capacity, she works as the Managing 
Editor of EvidenceNetwork.ca. On behalf of 
the research network she strategies and edits the Op-Ed content from a wide-range 
of academic experts and works with editors at Canada’s leading newspapers to make 
these submissions ready for publication. She also oversees a small communications 
team that actively pushes these commentaries, and other related projects, such as videos, 
media backgrounders, podcasts, webinars and infographics, through popular social me- 
dia channels to raise the level of evidence in popular discourse about Canadian health 
policy options. 




Kathleen is also a volunteer editor with Wikipedia on the Canada Project and is a past 
board member for the national non-profit organization, Girls Action Foundation/ Fon- 
dation filles d’action. She lives in Ottawa, Canada with her family, and is the mother of 
two young boys, one with autism. 



352 




Shannon Turczak 

Shannon Turczak is both the webmaster and 
e-Newsletter editor for EvidenceNetwork.ca, 
in addition to providing administrative and 
executive support to the Director /Editor-in- 
Chief and the Director of Communications/ 
Managing Editor. She manages the day-to- 
day operations of EvidenceNetwork.ca and 
participates in the strategic direction of the 
project through team meetings. She is cur- 
rently enrolled in the Certificate Program in 
Management and Administration (CIM) at the 
University of Manitoba. 



353 




Camilla Tapp 

Camilla Tapp has been a research assistant 
with EvidenceNetwork.ca since May 2012. 
She was heavily involved in the development 
of the first two eBooks Canadian Healthy 
Policy in the News: Why evidence mat- 
ters and Making Evidence Matter in Canadian 
Health Policy In addition to supporting oper- 
ations, Camilla also presents the work of Evi- 
denceNetwork.ca through webinars on topics 
including Twitter and eBook development. 
Currently, she is pursuing her MBA with a 
focus in Health Services Management at Mc- 
Master University in the DeGroote School of 
Business. 



354 




Lindsay Jolivet 

Lindsay Jolivet holds a Bachelor of English 
from McMaster University and a Master of 
Journalism from Carleton University She 
completed a health policy journalism intern- 
ship with EvidenceNetwork.ca in 2012 and 
she’s since worked as a writer, proofreader and 
communications professional for organiza- 
tions including Yahoo! Canada News, the Lit- 
erary Review of Canada and Fogo Island Arts. 
She is now the writer & media relations spe- 
cialist at the Canadian Institute for Advanced 
Research. 



355 




